BACKGROUND: Guidelines recommend that patients (pts) who are obese or overweight with weight-related conditions lose 10% of their weight (wt). Whether pts value modest wt loss (<10% of wt) is unclear. METHODS: We administered a telephone survey among a random sample of primary care pts seen at 1 academic medical center. In addition to demographic, clinical and quality of life information, we assessed pts' value for wt loss using standard gamble (SG) and time-tradeoff (TTO) questions. Using SG, we asked pts to imagine a treatment that would result in loss of a certain amount of wt (i.e. equivalent to losing 5%, 10% of wt, and amount leading to BMI of 25 kg/m2). We then asked for the highest risk of dying pts were willing to accept to lose this wt permanently. In TTO, pts imagined a hypothetical scenario of having 10 years to live at their current wt. We asked how much time they were willing to give up in exchange for living at different wts. We calculated mean utility scores (0±1.0) where death was assigned a value of 0 and BMI of 25 kg/m 2 was assigned a value of 1.0.
BACKGROUND: To deal with diagnostically difficult cases, rational diagnostic strategies as well as a wide-ranged knowledge base should be formulated. For that purpose, the process of subjective diagnostic reasoning of individual physician has to be elucidated through various methodologies. METHODS:`Subjective diagnostic confidence (SDC) rating scale' was developed to measure a physician's confidence in working diagnosis by four-point scale.
(1: A diagnosis is definitive; 2: A plausible diagnostic hypothesis is established; 3: Diagnostic hypotheses are categorized; 4: Diagnostic hypotheses are dispersed). From April to December, 2002 , all the general internists of the Department of General Medicine, Saga Medical School Hospital rated their own SDC on all in-patients at the weekly round, and filled out Bordage's Diagnostic Thinking Inventory (DTI) to quantify each internist's diagnostic ability. RESULTS: Among 19 general internists in the department, five (clinical experience: 6±17 years) regularly attended the round and rated 123 patients. The SDC data from 34 patients discussed at the round at least three consecutive weeks were used for analysis. The initial SDC score of each five physician tended to differ significantly (p = 0.047). During three weeks of follow up, the SDC score improved significantly and differences among five physicians became smaller. DTI scores ranged from 126 to 170 (mean: 151) . Two categories of DTI, Flexibility In Thinking and Evidence For Structure In Memory, correlated well with each other. The latter significantly correlated to the changes of SDC score in three weeks (r = 0.91). CONCLUSION: Each physician's improvement in SDC score on in-patients differed considerably and correlated well with diagnostic thinking ability. In the future, SDC score may help develop more valid diagnostic methodology and contribute to individualized education of diagnostic reasoning. BACKGROUND: Little information is available regarding medical residents' perceptions of patients' health-related quality of life, or whether the context in which patients receive care makes a difference in residents' perceptions. We therefore examined: 1) how resident physicians value the health of patients; 2) whether those values differ if the patient is a veteran; and 3) whether residency-associated variables impact the values ascribed to health states. METHODS: All medicine residents were asked to watch a 2 1 / 2 -minute digital video of an actor depicting a patient with moderate congestive heart failure. The``patient'' described his health using physical, mental and role functioning items from the Minnesota Living with Heart Failure Questionnaire. Residents were randomized to 2 groups: in one group, the patient was described as a 72-year-old veteran of the Korean War, and in the other, he was referred to only as a 72-year-old male. The respondents assessed the patient's health state using 4 health values measures: rating scale (RS), time tradeoff (TTO), standard gamble (SG), and willingness to pay (WTP). We also ascertained the residents' demographics, risk attitudes, residency program type, post-graduate level, current rotation, VA experience, and date of their last call night. We performed univariate and multivariable analyses using the RS, TTO, SG and WTP as dependent variables.
DO MEDICAL HOUSE OFFICERS VALUE THE HEALTH OF VETERANS DIFFERENTLY
RESULTS: Eighty-one residents (89.0% of eligible) participated, with 36 (44.4%) viewing the video depicting the veteran and 45 (55.6%) viewing the video of the non-veteran. Their mean (SD) age was 28.7 (3.1) years; 51.3% were female; 67.5% were white; and 70.0% were categorical residents. There were no differences in residents' characteristics or in RS, TTO, SG and WTP scores between the veteran and non-veteran groups. The mean RS score was 0.62 (0.14). The mean TTO score was 0. 80 (0.20) ±i.e., residents felt that the patient should be willing to incur a loss of up to 20% of his remaining life expectancy in order to have perfect health. The mean SG score was 0.91 (0.10), signifying that the patient should be willing to incur up to a 9% risk of death for a chance of perfect health. The median (25th, 75th percentile) WTP was $10,000 ($7600, $20,000), indicating that society should be willing to pay $10,000 per year to restore the patient to perfect health. Nineteen subjects (24.7%) were willing to pay less than the average national per-capita health care expenditure for those over the age of 65 ($7600 per year), and 2 subjects felt that society should be willing to pay any amount necessary for perfect health. In multivariable analyses, being in the categorical medicine program predicted higher RS scores, but no residency-associated variables were associated with the TTO, SG or WTP scores. CONCLUSION: Values for the health state of the veteran and the non-veteran were similar and relatively high, and factors associated with residency training were generally not related to values for the health state. Thus, values for hypothetical health states derived from resident physicians, and potentially physicians in general, may be ascribed to both veterans and nonveterans. BACKGROUND: Asian Americans are one of the fastest growing ethnic minorities in the United States. Many Asian Americans come from cultural backgrounds that encourage traditional Asian medical practices. Limited data exists on the utilization of such complementary and alternative medical (CAM) therapies in this population. METHODS: We surveyed 4410 Chinese and Vietnamese patients who were seen within the past month at one of 11 conventional clinics located in major cities throughout the United States. The survey was presented in four languages (English, Cantonese, Mandarin, or Vietnamese) to ensure ease of survey completion. It contained 72 questions; most asked about experiences with care at their clinic. In addition, we asked questions regarding respondents' demographics (age, sex, marital status, and education level), comfort with English language, self-rated health status, and utilization of CAM therapies. Questions regarding CAM therapies addressed use of 9 specific CAM modalities and communication about CAM use with clinic medical staff. We used multivariable logistic regression to identify factors associated with any prior CAM use. RESULTS: Out of 4410 patients surveyed, 3258 (74%) returned completed questionnaires. Use of CAM therapies was common in the surveyed population; 66.2% of respondents had`e ver used'' some form of CAM therapy. Only 7.6% of these patients who utilized CAM therapies discussed their use with clinic medical personnel. Use of specific modalities differed between ethnic groups. For both Cantonese and Mandarin Chinese, use of herbal medicine (61.0% and 44.3%, respectively) and acupuncture (21.4% and 20.9%, respectively) was most common. For Vietnamese, the use of coining (59.1%) and massage (48.9%) was most common. In logistic multivariable analyses of factors associated with CAM use (after adjustment for site of care), individuals who spoke Vietnamese (AOR 2.3, 95% CI [1.8, 3 .0]) or Cantonese (2.2, [1.7, 2.8]) were more likely to use CAM therapies compared to Mandarin speaking individuals. Other factors associated with increased use were having 13 or more years of education (2.0, [1.4, 2.7] ) and perception of poor health (1.4, [1.1, 1.8]). Gender, age over 65, marital status, and poor rating of medical care (received at their clinic) were not associated with CAM use. CONCLUSION: Use of CAM therapies is common in Chinese and Vietnamese Americans. Despite this fact, discussion of their use with clinic medical staff was uncommon. Increased discussion of CAM use and further understanding of CAM therapies (and fundamental beliefs that underlie them) may help provide culturally sensitive health care for this population. BACKGROUND: Surveys of the U.S. population have identified a``Digital Divide,'' with African Americans and Hispanics having less access to the Internet than majority groups do. As more health-related services move to the Internet, the Digital Divide could contribute to a worsening of health disparities. The objective of this study was to determine if differential access existed for physician's offices operating in minority and poor communities compared with those located in non-minority and wealthier areas. METHODS: CalOptima, the county-organized health system of Orange County, California, surveyed contracting pediatrician, family medicine, and general practice offices to assess their readiness for and interest in online services. We located each surveyed office in a 2000 Census tract using a geographical information system. We categorized Orange County Census tracts based on the proportions of residents having Hispanic ethnicity, non-white race, and povertylevel incomes. Category boundaries were set to minimize within-category variance using a Jenks optimization algorithm. Cochran-Armitage tests were used to assess trends in office characteristics across these ordinal categories. RESULTS: Of 307 offices surveyed, 141 responded (46%). Response rates were not associated with office location. Of the responding offices, 94% had a computer, 77% had Web access, 29% had broadband Web access (cable modem, DSL, or T1), and 53% used a computerized practice management system. Offices located in poor and minority communities had equivalent use of each technology. For example, among the 33 responding offices in the highest-Hispanic areas (68±98% Hispanic), all had a computer, 85% had Web access, and 27% had broadband access. Among the 16 offices in the highest-poverty areas (24±68% in poverty), all had a computer, 88% had Web access, and 31% had broadband. Offices reported high interest in online patient tracking, but also high levels of concern about its usability and confidentiality. There were no differences in these attitudes by office location, but offices with Web access and those with practice management systems expressed both greater interest and also greater concerns. CONCLUSION: Primary care physicians practicing in poor and minority communities in a large, suburban county had equitable access to and interest in Web-based systems. These results suggest that generalists may be productive targets for online services intended to reduce health disparities. Additional research is required in more traditional urban settings to determine whether this conclusion is widely applicable. BACKGROUND: Health outcomes have been linked to neighborhood context even when individual attributes are taken into account, but the relationship between neighborhood characteristics and health for persons with a chronic condition is poorly understood. METHODS: The Los Angeles Family and Neighborhood Study (LA FANS) is a longitudinal study based on a representative sample of families in 65 neighborhoods in Los Angeles County, with an oversample in poor neighborhoods. Census data were used to classify neighborhoods as very poor (top 10% of the poverty distribution), poor (60±89th percentiles of poverty), and nonpoor (bottom 60 percent of poverty distribution). Information on individual characteristics was obtained from in-person surveys. Ordered logistic regression was used to evaluate the relationship between neighborhood poverty and self-reported health, ranked from 1 (Poor) to 5 (Excellent), after adjustment for individual characteristics. RESULTS: Among the 2623 (70% response rate) adult respondents included in this analysis, mean age 40 years, 36% reported one or more chronic conditions. Health status was reported as excellent by 21% of respondents, very good 25%, good 31%, fair 19%, and poor 4%. In multivariate models, poorer health status was associated with the presence of a chronic condition (p < 0.001), less education (p = 0.002), and living in a very poor or poor neighborhood (p = 0.04). The gradient in health status between persons with and without a chronic condition was significantly steeper in poor and very poor than in non-poor neighborhoods. (See table. ) CONCLUSION: Residing in a less affluent neighborhood is associated with worse health status for adults with a chronic condition, but not those without a chronic disease. Further study is needed to identify reasons for these area-level disparities in health status among persons with chronic conditions. BACKGROUND: Warfarin therapy reduces the risk of ischemic stroke for patients with atrial fibrillation, but appropriate self-care, including adherence to medication and dietary recommendations, is required because of its narrow therapeutic index. Inadequate self-care could lead to suboptimal anticoagulation and may increase the risk for adverse outcomes. We sought to determine if low literacy or lack of adequate anticoagulation-related knowledge could lead to increased frequency of non-therapeutic international normalized ratio (INR) for patients followed in our general internal medicine-based anticoagulation service. METHODS: All English-speaking adult patients taking warfarin for atrial fibrillation who were seen at least once in the UNC General Internal Medicine Anticoagulation Clinic between 6/1/2002 and 10/1/02 were eligible for enrollment. Literacy was measured using the Rapid Estimate of Adult Literacy in Medicine (REALM). To measure anticoagulation-related knowledge, we designed a novel, verbally administered 17 item questionnaire that was administered at enrollment. Our main clinical outcome was the fraction of INRs measured that were in the therapeutic range while on a steady-state warfarin dose. Steady state dose was defined as 10 days of continuous warfarin therapy. All INRs measured for one year were included in the analysis. Descriptive statistics, analysis of variance and linear regression were used to assess the relationships between the hypothesized predictor variables and the outcome. RESULTS: 71 eligible patients with atrial fibrillation made at least one visit to the Anticoagulation Clinic from 6/01/2002 to 10/01/2002. 8 refused and 5 were not assessed. Fifty-eight patients participated. Mean age was 73 (range 51±89); 53% were men; 27% were African-American; 84% were married; and 64% had an income under $20,000 per year. On the REALM, 21% scored <= 3rd grade, 14% 4±6th grade, 14% 7±8th grade and 52% >= 9th grade. Knowledge scores increased with higher literacy levels. (mean number of correct answers 12.2, 12.5, 13, 15, p = 0.004 for trend). Sixty-nine percent of INR values were within therapeutic range. Proportion of therapeutic INR values did not vary according to literacy level or knowledge score. The proportion of patients with at least one INR > 4.0 did not differ according to literacy level. CONCLUSION: Consistent with previous studies, patients with low literacy score lower on knowledge assessment. However, neither literacy nor knowledge predicted better control of anticoagulation. These findings suggest that a pharmacist managed anticoagulation program that is sensitive to the needs of low-literacy populations can prevent disparities in successful use of anticoagulation for atrial fibrillation.
DISPARITIES IN HEALTH
USE
REGIONAL DIFFERENCES IN THE ASSOCIATION BETWEEN RACE AND HEALTH

ASSESSING THE QUALITY OF LIFE OF AFRICAN-AMERICAN AND CAUCASIAN MEN WITH PROSTATE CANCER. H. Burke 1
education. Multivariate logistic regression modeled each subscale-outcome relationship, we report the area under the receiver operating characteristic curve (ROC) of the model. RESULTS: For each SF-36 scale the ROCs of men with vs. without prostate cancer were: bodily pain, 0.617, physical function, 0.613, social function, 0.619, general health, 0.633, vitality, 0.620, role physical, 0.626, role emotional, 0.611, mental health, scale the ROCs for AA men vs. Caucasian men with prostate cancer were: bodily pain, 0.661, physical function, 0.660, social function, 0.663, general health, 0.668, vitality, 0.669, role physical, 0.661, role emotional, o.664 , and mental health, 0.662. All the scales were significantly (P < 0.05) better than chance at distinguishing the men with prostate cancer from those without prostate cancer and all the scales were significantly (P < 0.05) more accurate at distinguishing between African-American and Caucasian men with prostate cancer. CONCLUSION: Across the SF-36 subscales the men with prostate cancer were significantly different from those with without prostate cancer. Across the SF-36 subscales African-American men with prostate cancer were significantly different from Caucasian with prostate cancer. BACKGROUND: About one-third of homeless people in the U.S. are women. While women in the general population have lower mortality rates than men, it is unknown whether this pattern persists among homeless people. The objectives of this study were to determine mortality rates among women using homeless shelters in Toronto, Ontario, and to analyze patterns of mortality among homeless women using all available pertinent data. METHODS: We compiled a database of all single women and men aged 18 to 64 years who used a homeless shelter in Toronto in 1995. Deaths were ascertained using Ontario death certificate records for 1995±97. We performed a Medline search and manual review of references to identify all published studies providing data on mortality rates in cohorts of homeless women and men. The four studies identified were conducted in Boston (1988±93), New York City (1987± 94), Philadelphia (1985±88), and Brighton, England (1981±92) . Age-specific mortality rates were calculated for homeless women and men in Toronto and in the four cities noted above. In each city, rate ratios were calculated comparing mortality rates for homeless women vs. women in the general population and for homeless women vs. homeless men. RESULTS: Deaths were identified among 1,981 women who used homeless shelters in Toronto in 1995. Mortality rates were 515 and 438 (deaths per 100,000 person-years of observation) among women age 18±44 and 45±64, respectively. Mean age at death was 39 years. The most common causes of death in women age 18±44 were HIV/AIDS and drug overdose. Across all 5 cities, mortality rate ratios for homeless women vs. women in the general population were 4.6± 10.1 in the younger age group and 1.0±1.5 in the older age group. Mortality rate ratios for homeless women vs. homeless men were 0.4±1.1 in the younger age group (significantly less than 1.0 in Boston only). Mortality rate ratios for homeless women vs. homeless men were 0.3±0.5 in the older age group (significantly less than 1.0 in Toronto, Boston, New York, and Brighton). CONCLUSION: Homeless women under age 45 have extremely high levels of excess mortality, but older homeless women experience much milder levels of excess mortality. The usual survival advantage associated with being female is greatly attenuated among younger homeless women; in Toronto, New York, Philadephia, and Brighton, their death rates are not significantly different from that of homeless men. In contrast, older homeless women retain a large survival advantage over homeless men. Efforts to reduce deaths among homeless women should focus on prevention and treatment of HIV infection and drug overdose among those under the age of 45 years. BACKGROUND: Asians have been among the fastest growing and most culturally diverse minority groups in the United States. However, there is relatively little detailed information regarding disease prevention behaviors and attitudes among various Asian American populations. As part of a larger project to increase cancer screening among Chinese Americans, the purpose of our study was to explore the knowledge, attitudes, and beliefs of older Chinese American patients toward colorectal cancer (CRC) screening modalities such as fecal occult blood testing (FOBT). METHODS: We conducted 30 qualitative interviews focusing on CRC and health-seeking behavior among Chinese patients. Participants were male and female primary care patients older than 50 years of age recruited from the International Community Health Services, a culturally and linguistically appropriate neighborhood medical clinic centrally located in Seattle's Chinese American population. Trained bilingual and bicultural interviewers conducted audiotaped interviews in Mandarin or Cantonese, and then later translated these interviews verbatim into English. Qualitative software (N5/NUD*IST) was used to assist data management and analysis of transcripts. Transcripts were reviewed and discussed by six members of the research team for emerging themes, new information, and relationships among concepts. RESULTS: Participants in our study often expressed a holistic view of health when asked about CRC prevention; generally, successful health promotion was defined as maintenance of positivè`q i'' (energy) and balanced``jing shen'' (spirit) through exercise and diet moderation. Until prompted by interviewers, participants usually did not mention FOBT, flexible sigmoidoscopy, or colonoscopy while discussing CRC prevention. Many participants also believed in a causal pathway that differed from biomedical models of CRC causation (i.e. colon polyps as precursor lesions). These participants believed that unhealthy diet leads to gastrointestinal complaints such as constipation, and that the resultant rise in fecal``toxins'' or``heat'' leads to CRC. This belief in constipation causing CRC may have led to participants presuming that a lack of gastrointestinal symptoms renders them safe from CRC. This may also have led to participants believing other non-FOBT stool tests were forms of cancer screening. CONCLUSION: Chinese American patients in our study expressed beliefs of health and CRC that differed from``Western'' biomedical concepts. Failure by physicians to recognize these important different ideas of health promotion and CRC causation may create confusion among elderly Chinese American patients. Health promotion programs to increase CRC screening must incorporate these concepts to improve cultural relevance among Chinese American patients. We conducted a population-based survey of randomly selected Vietnamese men living in Seattle. Trained bilingual and bicultural male interviewers conducted in-person surveys among adult men between 18±64 years of age. Our primary outcome measure was selfreport of any prior HBV serology testing. We used bivariate comparisons to study significant sociodemographic and health care predictors of HBV testing; a summary multi-variable model was constructed using stepwise logistic regression. RESULTS: The survey was completed by 509 Vietnamese American men, with 79% response rate. Sixty-five percent of respondents reported any past serology test for HBV. In bivariate comparisons, the following variables were associated with past HBV testing (p<0.05): age; marital status; proportion of life in the U.S.; English proficiency; health insurance type; having a regular source of care and a regular medical provider; self-reported health status; number of physician visits; reported long waits for medical appointments; having difficulty taking time off from work; and being concerned with medical costs. In our stepwise logistic regression model, the following factors were associated with any past HBV testing: older age (OR = 2.5 for over 50 compared to younger than 30; 95%CI = 1.1À5.5); college education (OR = 2.5 for college compared to high school education; 95%CI = 1.5À4.3); low English proficiency (OR = 2.5 compared to high English proficiency; 95%CI = 1.3À4.7); private health insurance (OR = 1.8 compared to public insurance; 95%CI = 1.0À3.4); having a non-Vietnamese regular medical provider (OR = 5.3 compared to having no regular provider; 95%CI = 2.9À10.0); and reporting no long waits for medical appointments (OR = 2.2; 95%CI = 1.3À3.7). CONCLUSION: Despite the high incidence of HCC in this population, more than one-third of Vietnamese men in our survey reported no history of HBV serology testing. In particular, younger and less educated men, those without private health insurance, and those without a regular medical provider are at particular risk for never having received serologic HBV testing. Educational programs to diminish the high rates of HCC should make special effort to target these vulnerable groups of Vietnamese Americans. We audiotaped and transcribed all of the interviews. All authors read the transcripts and documented initial impressions using a grounded theory approach. An analysis team of three authors discussed these initial impressions and devised a coding scheme based upon themes emerging from the data. This coding scheme was then presented back to the entire project team for further discussion and revision. RESULTS: Similar to previous studies on factors that contribute to patient trust, VietnameseAmericans reported that trust is facilitated when waiting time is kept to a minimum [``Trust is the waiting room, period.''], patient preferences are met [``if I see a female doctor, I could suddenly feel better.''], and providers are competent [``I don't trust them .You're a student'']. Compared to previous findings on other ethnic groups, unique themes contributed to the development of trust among Vietnamese-Americans. Vietnamese-American patients value the professional conscience of the doctor [``If you love people, then you develop a responsibility towards the patients you treat and that is important''] and report themes of perceived discrimination [``if the medical personnel who deal with them had a kind of prejudice toward the races, they would treat one of the races better.'']. CONCLUSION: Among Vietnamese-Americans, trust was facilitated through keeping waiting time to a minimum, having patient preferences met, and being seen by a competent professional. Unique trust factors also emerged from this group Ð Vietnamese-American patients believed that the professional conscience of the doctor is important and that discrimination negatively impacts health care delivery. By identifying themes that lead to the development of trust between patients and physicians, we will make progress towards eliminating health care disparities for this fast growing population. BACKGROUND: Previous studies of depression in patients with osteoarthritis have been limited by small samples and the lack of diagnostically valid measures. The goal of this analysis was to evaluate the prevalence of major depression among ethnic minority patients with osteoarthritis before they were enrolled in a pain treatment trial. METHODS: African American, Hispanic, and Asian patients with osteoarthritis of the knee were enrolled in three separate and identically designed six week multicenter, randomized, double-blind parallel controlled studies with flexible dosing of celecoxib, naproxen, or placebo.
DOES HEALTH INSURANCE MATTER
HEPATITIS B TESTING
The targeted enrollment for each study was 300 patients. The PHQ-9, a 9 item validated measure for depression assessment in primary care settings was used at screening evaluation. Scores > 10 have a 88% sensitivity and specificity for DSM-IV major depression. Preliminary prevalence analyses with over 85% of the target enrollment are cited below. BACKGROUND: There is a growing literature on subject factors that influence recruitment of minority subjects, but little data on investigator factors that might influence success in minority recruitment. We sought to determine whether investigator beliefs are associated with perceived success in recruitment of minority subjects. METHODS: Between August and October 2002, we surveyed by mail all National Heart, Lung and Blood Institute principal investigators (PIs) with at least one active study in 2001 and at least one study involving behavioral or biomedical human subjects research. RESULTS: We analyzed data from the first 353 responding principal investigators (91% White, 74% male, mean age = 50.4 y (sd = 8.1). Most PIs (67%) believed that inclusion of racial/ethnic minority groups was very important to their research (21% moderately important, 9% not very important and 4% not important at all). Most PIs believed that minority recruitment was very/somewhat difficult (range: 61% for recruitment of Asian Americans to 87% for American Indians/Alaska Natives vs. 22% for White Americans). PIs identified lack of information about effective recruitment strategies (76%), participants' distrust (93%), lack of access to the study population (78%), transportation (87%), dependent care (81%), and cultural differences (83%) as barriers to minority recruitment. In addition, PIs reported hiring minority staff in order to recruit minorities; 43% hired minority recruiters, 38% hired minority investigators, 16% added minority consultants, and 35% hired minority project managers. 73% of PIs felt strongly that they had been very successful in minority recruitment. In bivariate analyses PI race/ethnicity (p = .05), perceived importance of minority inclusion in their research area (p < .01), perceptions of barriers to recruitment (p < .01), and hiring of minority recruiters (p < .01), minority investigators (p < .01) and minority project managers (p < .01) were all associated with reported success. However, perceived difficulty of minority recruitment was not related to reported success in recruitment. In stepwise logistic regression modeling those PIs who believed more strongly in the importance of minority inclusion in their research area (p < .01), who hired minority investigators to increase minority recruitment (p = .01), and who perceived fewer barriers to recruitment reported more success (p < .01). CONCLUSION: While the majority of investigators noted difficulty in recruitment of minorities, those who identified fewer barriers to recruitment were most likely to report success. PIs who endorsed the importance of including minority subjects in their research and included minority investigators on the research team were more likely to report success. These findings could inform interventions to improve success in minority recruitment. BACKGROUND: The Breast Cancer Risk Assessment (BCRA) Program (based on the Gail model) is advocated for risk screening for chemoprevention and determining eligibility for breast cancer studies. This model has never been validated in an African-American population. Objectives: To review the development and validation of the Gail model, to evaluate the impact of risk estimates on entry of African-American women into a prevention study, and examine the effect of ethnicity on the estimated breast cancer risk for hypothetical subjects. METHODS: Design: Literature review of development and validation of the BCRA program, analysis of data from an interview study, and evaluation of BCRA with hypothetical subjects. Participants: 103 African-American and 632 non African-American women. Intervention: Women were screened with the BCRA program. Eligibility required an estimated 5-year risk of at least 1.7-%. Measures: Breast cancer risk was computed with race/ethnicity designated as`W hite'' and then as``African-American'' to determine eligible subjects. Hypothetical subjects with identical risk profiles were assessed as``African-American'' and then``White'' to assess the isolated effect of ethnicity on risk estimates. RESULTS: BCRA program relative risks are originally from a study of 6000 White women, and the hazard rate calculation for African-Americans was based 128 cases. Using the BCRA program, all women were entered as``White'' and 44.3% were eligible. Only 16.1% were eligible when all entered as``African-American.'' Designation as African American reduced our eligible subject pool by two-thirds. CONCLUSION: Assessment of breast concerns by the BCRA program may be inaccurate for African-American women. This may lead to in appropriate recommendations on use of chemoprevention and disparities in recruitment for breast cancer prevention trials. To create a reproducible model. 4. To allow medical student and resident interaction in communities they serve in order to to improve understanding and breakdown racial barriers. METHODS: 1. Find a trusted community organization (church, school, community center) in an area served by the AHC. 2. Hold focus groups and attend meetings with organization staff and other community leaders to ascertain their views on the community's health, unmet health needs, how to meet health needs and if they envision a partnership with the AHC to help meet these needs. 3. Ask to participate in community meetings (tenants' meetings, parents' groups, youth outreach) and hold specific health meetings in order to ask the community the same questions. 4. Implement ideas set forth in the above meetings. 5. Establish an`official,' sustainable outreach. 6. Stress the need for a primary doctor and invite students to our South Bronx clinic. RESULTS: The CPM has resulted in a trusting relationship between the three members, a Health Promotion Class (HPC) and improved access to health care. The bilingual HPC is a community-led, educational offering of the HCLC. This class, taught by residents, uses a biopsycho-sociopolitical model of illness, focuses on prevention, addresses social justice issues and encourages action. CONCLUSION: The CPM has allowed us to form a strong relationship with our community and may serve as model for other AHCs. With mutual consent, we want to conduct research on the effectiveness of the CPM in Highbridge. More and more, AHCs may turn to nontraditional methods in order to improve health outcomes in the communities they serve. BACKGROUND: Problems with access to health care appear to be worsening. Accessing health care is increasingly difficult for individuals who rely on publicly financed care, because of clinic closures due to financial shortfalls and cutbacks. This study evaluates what alternate sources of health care Los Angeles County patients would turn to if their current publicly financed clinic were closed. METHODS: We interviewed a stratified cross-sectional probability sample (n = 2,030) from among all adult patients who received primary care services during Februrary through July, 2002 from the Los Angeles County Department of Health Services (LAC-DHS). Face-to-face interviews were performed at all four types of medical facilities operated or contracted with the LAC-DHS (Comprehensive Health Centers, Health Centers, Hospital Outpatient Clinics and Public/Private Partnership Clinics) and were distributed throughout Los Angeles County. The sample was racially and ethnically diverse (Latino/Hispanic 72%, African American 11%, nonHispanic white 10%, Asian/Pacific Islander 4%, and Other 3%); almost two-thirds were female; the mean age was 43 years; the median annual household income was between $5,001 and $10,000; and 64% of respondents were uninsured. RESULTS: 78% of patients reported receiving medical care at a County facility within 12 months prior to the sampled visit, but only 53% overall reported having a usual source of care. When asked how likely it was that they would return to the same clinic where they were interviewed if they had the option to go anywhere for medical care 73% reported very likely, 15% said somewhat likely, 4% were uncertain, and 8% were somewhat or very unlikely to return. When asked where they would seek medical care if the facility they were currently at were to close permanently nearly two-thirds (64%) reported that they would go to another County facility, 10% indicated they would go to a non-County facility, 10% to an emergency department, 8% did not know where they would go, 3% would go home or do nothing, 1% would go to Mexico and 4% would do something else. CONCLUSION: The majority of adult patients receiving primary care services through the LAC-DHS have received prior care in the system within the prior 12 months. The majority of these individuals report an expectation of future use of publicly financed care despite the downsizing of urban public health systems by clinic closures and reductions in services. BACKGROUND: The efficacy of lipid-lowering agents in reducing cardiac events and death in coronary heart disease (CHD) patients has been well-described. However, the prescription of these medications to eligible patients continues to lag behind national recommendations. While racial disparity in the delivery of certain therapies to CHD patients has been recently demonstrated, few studies have addressed racial differences in the prescription of lipidlowering therapies to hospitalized coronary heart disease patients. The purpose of this study is to determine the association between patient characteristics and the appropriate management of lipid-lowering therapy in CHD patients discharged from the hospital. METHODS: A cohort of 258 consecutive patients admitted to a large, inner-city university hospital with a diagnosis suggestive of CHD was identified from admission records to the internal medicine service. Of these, 98 had documented CHD and were further evaluated for optimal versus suboptimal lipid management, an outcome evaluating intensification of lipidlowering therapy when indicated using the National Cholesterol Education Program (NCEP) guidelines for low density lipoprotein (LDL) cholesterol goal. RESULTS: Overall, the rate of suboptimal lipid management during hospitalization was 48%, while the rate of suboptimal lipid management in patients who were not at NCEP LDL goal was 75%. Ethnicity was a significant predictor of suboptimal lipid management. Black CHD patients were significantly more likely to have suboptimal lipid management than non-black patients by the time of hospital discharge (52.3% vs. 16.7%, p = 0.021). This result remained statistically significant in stratified analysis as well as multivariate logistic regression analysis controlling for clinically important potential confounders. CONCLUSION: Based on the rates of suboptimal lipid management, clinicians need to improve their efforts in caring for hospitalized CHD patients. The disparity in clinical management of black CHD patients may help explain the differential in health outcomes seen between black and white patients. Future efforts should focus on encouraging evidence-based therapies for all CHD patients discharged from the hospital, independent of race. BACKGROUND: Highly active antiretroviral therapy (HAART) is standard for HIV care since 1996 but its unknown if the same proportion of women and men are receiving HAART and the factors accounting for any disparity. METHODS: We analyzed data from a longitudinal sub-sample of 1397 adults drawn from the HIV Costs and Services Utilization Study, a nationally representative sample of HIV-infected persons in care in 1996 and reinterviewed in late 1998. Members of the HCSUS sample were eligible if they were interviewed in English at HCSUS baseline, their gender was unambiguous based on HCSUS data, and they had participated in the second follow-up HCSUS interview. The sub-sample was weighted to represent the surviving members of the nationally representative sample. We calculated the percent of men (n = 893) and women (n = 504) who were eligible for HAART in 1998 based on 1996 clinical guidelines and the percent of eligibles that were receiving HAART. HAART was defined as certain combinations of nucleoside reverse transcriptase inhibitors plus certain protease inhibitors (PIs), combinations of PIs, or the combination of a PI plus a non-nucleoside reverse transcriptase inhibitors. We built separate logistic regression models of gender on current use of HAART in which age, race, education, income, and insurance status were singly added to the model. The effect of the added variable on the odds ratio (OR) and 95% confidence interval (CI) for female gender was ascertained. A final model included gender, HAART and all variables that were significant predictors in the separate models. RESULTS: Almost all men and women were eligible for HAART (99.9 % of women eligible vs 99.3% of men, p = 0.35), but women were less likely to receive HAART than men. Only 47.6% of eligible women were currently receiving HAART compared to 57.6% of men (p = 0.005). Gender differences were accounted for by education and income, each of which was strongly, positively and independently related to receipt of HAART (OR for college graduate vs. less than high school education 1.8, 95% CI 1.1±3.1, p = .02; OR for income > $25,000 receiving HAART 1.8 95%CI 1.3±2.7, p = .002) and each of which was lower among women than men (4% of women were college graduates vs 26.4% of males; 10.8% of women had incomes > $25,000 vs. 36.2% of males). Together, income and education changed the gender OR from 0.7, p < .001 to 1.2, p = 0.4. Gender differences in HAART were not influenced by differences between men and women in the distribution of age, race, insurance status, CD4 count, AIDS stage, or region of the U.S. CONCLUSION: Gender disparities in HAART use were prevalent and were explained by the relative lack of resources for women with HIV/AIDS. To reduce gender disparities in HIV care, policies are needed to provide additional resources to women. BACKGROUND: Physicians' language ability and cultural competence are often cited as important in the care of non-English speaking patients, yet there are few studies examining how language barriers affect health communication and no studies linking cultural competence with patients' experiences of care. We studied physician patient dyads to determine how physician self-rated Spanish-language ability and cultural competence affect Spanish-speaking patients' reports of interpersonal processes of care. METHODS: Questionnaire study of 116 monolingual Spanish-speaking patients with Type 2 diabetes and 48 primary care physicians (PCPs) at a public hospital with interpreter services. PCPs rated their Spanish ability on a 5 point Likert scale and rated their understanding of the health related cultural beliefs of their Spanish-speaking patients on a 4 point scale. We assessed patients' experiences using scales from the validated Interpersonal Processes of Care in Diverse Populations (IPC) instrument. PCP responses were dichotomized, as were IPC scale scores (optimal vs. non-optimal). We analyzed the relationship between language and IPC, and cultural understanding and IPC, adjusting for PCP gender,level of training, and patient age, gender, education, years with PCP, years with diabetes, and clustering of patients by PCP. RESULTS: 26 (54%) PCPs reported``excellent/good'' Spanish ability, 22 (45%) reported`f air/poor/no'' ability. 40 (83%) PCPs understood the health related cultural beliefs``very or somewhat well''; 8 (17%)``not very/not at all well''. Language ability and cultural understanding were moderately correlated (Spearman correlation 0.55). Greater Spanish ability was strongly associated with optimal IPC score across 2/5 domains: elicitation of patient concerns (AOR 5.56, p = 0.003) and explanation of condition (AOR 2.37, p = 0.05), and marginally associated with patient empowerment (AOR = 2.23, p < 0.09) but not with IPC scores in the domains of general clarity or explanations of process of care. Greater understanding of health related cultural beliefs was associated with the same three IPC domains (eg, elicitation of concerns: AOR 11.63, p = 0.01) but weakly associated with general clarity and not associated with explanations of process of care. CONCLUSION: Physician self-rated language ability and cultural competence are independently associated with patients' reports of interpersonal processes of care, particularly in non-technical domains that may be less amenable to professional interpretation. Our study provides empirical support for the role of language and cultural competence in the primary care of non-English speaking patients. BACKGROUND: As the United States has become host to increasing numbers of political refugees, inner city clinics are caring for a growing number of patients with histories of torture.
RACE IN THE GAIL
PRESCRIPTION FILL RATE AT
RACIAL DIFFERENCES IN
RACE AFFECTS LIPID-LOWERING MANAGEMENT IN HOSPITALIZED PATIENTS
GENDER DISPARITIES IN HAART
PHYSICIAN SPANISH LANGUAGE ABILITY, CULTURAL COMPETENCE, AND THE EXPERIENCES OF CARE OF SPANISH-SPEAKING PATIENTS.
PHYSICAL COMPLAINTS OF TORTURE SURVIVORS
In order to understand their health problems, we conducted a retrospective study of primary care visits at a municipal hospital clinic caring for torture survivors in New York City. We specifically sought to describe torture survivors' physical symptoms and to understand if specific symptoms bore any relationship to the torture they endured. METHODS: We reviewed the medical charts of 157 patients randomly selected from the 278 patients seen at the clinic between January 1, 2000 and December 15, 2002. We collected and analyzed data on physical symptoms, demographics, and utilization of interpreter and mental health services. We grouped symptoms by organ system into 15 categories and documented whether patients attributed each symptom to their experience of torture. RESULTS: Mean age was 33.5 years; 61% were men; 60% were from Africa, 25% from Asia, 6% from Latin America and 9% from other countries. Patients predominantly complained of musculoskeletal symptoms (61%; most common: back pain, knee pain); neurologic complaints (51%; headache, dizziness); sleep problems (46%; insomnia, nightmares) and gastrointestinal symptoms (44%; abdominal pain, rectal disorders). More than half (55%) of the patients attributed at least one of their physical complaints to antecedent trauma. Musculoskeletal symptoms (MSK) and sleep problems were the two symptom categories that were more likely attributed to torture than not (sleep: 23.5% vs. 8.6%, p = 0.001; MSK: 25.2% vs. 18.6%, p = 0.04). Nearly 58% of patients received specialized mental health services for symptoms of anxiety, depression or post-traumatic stress disorder. A total of 53% of the patients required interpreters, most commonly: French (37%), Tibetan (24%) and Spanish (7%). CONCLUSION: The presenting complaints of these torture survivors fall within the spectrum of those seen in primary care clinics. However, a majority of these patients attributed at least one complaint to antecedent torture. These patients also have notable psychological and interpreter needs that may distinguish them from non-refugee patients. Adequate mental health and linguistic resources are necessary to fully serve this population. Future studies that longitudinally assess torture survivors' physical complaints with relation to history of violent acts, psychiatric comorbidity and type of treatment would be useful to most effectively address this group's health needs. BACKGROUND: Because ethnic minority populations experience disproportionately higher rates of diabetes and its complications, we sought to discern whether race (Hispanic versus non-Hispanic White) could account for diabetes control differences, as measured by Hemoglobin A1c. METHODS: All Albuquerque Veterans Affairs primary care patients with diabetes were segregated into thirds by their last HbA1c: 9.0 or higher, 7±8, or under 7. Random samples from each third produced 717 total subjects who were mailed surveys, seeking information about ethnicity, education level, ease of obtaining care, and participation in care. Age, the presence of co-morbid conditions, and all HbA1C measurements for one year were obtained from the computerized medical record for each respondent. Student's t-test was used to compare mean HbA1C between Hispanic and non-Hispanic White respondents. Linear regression was used to measure the strength of association of continuous variables. A generalized linear multivariate model was used to ascertain the simultaneous effect of several independent variables on HbA1C. A p value of 0.5 was used to assess statistical significance; two-tailed tests were used throughout. RESULTS: Surveys were returned by 403 patients: 59% from the under 7 A1c patient group, 58% from the 7±8 A1c group, and 51% from the 9 or higher group. Further analysis was performed on the responses from those 136 patients who identified themselves as Hispanic, compared to 141 self-identified, non-Hispanic White patients. The two ethnic groups had similar mean ages (67, 69, p 0.11) with a median age of 70 years (range 34±89). The mean HbA1C for Hispanic subjects was 8.3% and for non-Hispanic White subjects 7.7% representing a difference of 0.6% (95% confidence interval 0.2, 1.0, p < 0.001). In multivariate analysis A1c values were independently associated with age (p 0.0002), needing medication for diabetes care (p 0.0005), ethnicity (p 0.0041), education (p 0.0044), reliance on family members for diabetic care (p 0.0139), and tobacco use (p = 0.0194). CONCLUSION: For diabetic patients, HbA1c meaured glycemic control appears to be poorer for Hispanic than for non-Hispanic White veterans, even after accounting for other plausible influences. This supports the concern that ethnic minorities suffer more from diabetes. However, attention to ethnicity might improve treatment outcomes. BACKGROUND: Racial disparities in healthcare are well documented, particularly for cardiovascular care. Yet, little is known about why these disparities occur or change over time. We assess whether differential diffusion of cardiac technologies over time contributes to observed disparities. METHODS: We obtained 7 years (1994±2000) of claims data from commercial health plans affiliated with UnitedHealthcare, representing 3.5 million enrollees in 2000. Annual cohorts were constructed based on enrollee age (>45) and cardiac diagnoses for each of 8 technologies that vary in stage of diffusion: exercise stress test, radionuclide stress test, stress echo, coronary angiogram, and coronary angioplasty, artherectomy, stent and CABG. A previously validated measure of race was obtained by geocoding enrollees' address to Census data at the Blockgroup level. Diffusion curves for each racial subgroup (Black vs. NonBlack) were constructed to assess differential patterns of diffusion by technology and race. Chi-Square tests were used to compare unadjusted rates between cohorts and multiple logistic regression models were used to adjust for age, gender, SES, cardiac diagnoses, and plan. RESULTS: Blacks were less likely than NonBlacks (Black-NonBlack RR < .82, P <. 05) to receive 4 of 8 services including exercise stress test, radionuclide stress test, exercise echo, and cardiac stent, but the pattern varied substantially by year and technology. For example, exercise stress tests, a well established technology that was decreasingly used among NonBlacks over time, showed large racial disparities in 1994 (rate per 1000: 162 for Blacks vs. 253 for NonBlacks, P < .001) that narrowed and became insignificant by 1998 (194 vs. 201, P = .72) . In contrast, no disparities were apparent for stress echos until 1996 (27 vs. 47, P = .03) when the technology began to rapidy diffuse in the plans considered; the gap persisted through 2000 (70 vs. 101, P = .02). Similarly, once cardiac stents began rapidly diffusing, a racial disparity developed favoring NonBlacks and remained significant for 1997±2000 (1997 rate: 107 vs. 181, P = .007; 2000 rate: 173 vs. 252, P < .001). Adjusting for covariates did not alter the basic pattern of results. CONCLUSION: We found that racial disparities varied depending on the stage of diffusion of cardiac technologies with larger disparities observed for relatively new and rapidly diffusing technologies whereas disparities for more established technologies or ones with newer alternatives were smaller or not present. Researchers and policy makers should take stage of diffusion of services into account when planning or evaluating efforts to reduce disparities.
AMONG DIABETIC VETERANS, GLYCEMIC CONTROL IS ASSOCIATED WITH
DOES DIFFERENTIAL DIFFUSION OF TECHNOLOGIES HELP EXPLAIN RACIAL
THE IMPACT OF ACCULTURATION ON PAP SMEAR PRACTICES OF HAITIAN WOMEN
BACKGROUND: Delayed detection of cervical abnormalities may account for the higher cervical cancer mortality in minority women. One potential barrier to Papanicolaou (pap) smear acquisition in immigrant women is the degree to which they have become assimilated into American culture. We examined the impact of this process, also known as acculturation, on pap smear rates of Haitian women in greater Boston. METHODS: We performed a cross-sectional survey of women 40 years old and over from randomly selected households in neighborhoods with high concentrations of Haitian women to explore cancer screening behaviors. Trained bilingual interviewers conducted in-person interviews using a standardized instrument to assess demographics, health care practices and beliefs, and acculturation. Our measures of acculturation were the language in which the survey was conducted, the percent of an individual's life spent living in the United States, and a series of 13 questions that quantified the preferred language used in common situations. We compared Haitian women reporting having had a pap smear within 3 years to other Haitian women. We created a model using stepwise logistic regression with acculturation, demographics, and other characteristics considered as predictors of pap smear acquisition. RESULTS: In total 753 women (76%) participated. Of these, 281 (37%) reported their ethnicity as Haitian and had a known pap smear status. Pap smear rates were high (80% [95% CI 75%, 84%]). In bivariate analysis, women were less likely to have had a pap smear if they used Haitian-Creole in common situations more than average (87% vs. 68%, p < .001). In multivariate analysis, however, this trend failed to reach statistical significance (adjusted odds ratio (AOR BACKGROUND: Functional health literacy has been shown to be related to use of health services, knowledge of medical conditions and to some extent health outcomes: lower health literacy is often associated with poorer health status. This study was undertaken to evaluate the relationship between functional health literacy and 1) the presence of comorbidities, 2) physical health status, and 3) mental health status. METHODS: This study was is part of a larger study assessing literacy and patient satisfacation. A convenience sample of patients over 18 years of age who were insured by either Medicaid or Medicare and who were waiting to see their physicians at four community and one universitybased primary care practices were invited to participate. Overall 2863 patients were eleigible for the parent study: 1793 agreed to participate. A total of 1301 completed four key instruments for the present study: a demographics questionnaire, the Test of Functional Health Literacy in Adults (TOFHLA), the Charlson Comorbidity Index (CCI) and the SF-12, an assessment of health status comprised of physical health (PCS-12) and mental health (MCS-12). Pearson correlation coefficients eatimated relationships between the TOFHLA, CCI, PCS-12 and MCS-12 scores. Separate stepwise regressions were conducted with the CCI, PCS-12 and MCS-12 scores as the dependent variables and TOFHLA score, sex, age, education, ethnicity (Hispanic or African American) and spoken language (English or Spanish) as independent variables. RESULTS: The mean age of the 1301 respondents was 42.2 (s.d. = 15.1) years. The majority of participants were women (76%) and Latino (60%). 17% of the patients had less than an 8th grade education. The mean TOFHLA score was 27.1 (s.d. = 9.1) out of 36. The proportion of patients with 1 or more comorbidities was 36%. Mean PCS-12 and MCS-12 scores were 41.3 (s.d. = 11.5) and 43.9 (s.d. = 11.5), respectively. Correlations between the TOFHLA score and health indicators were À0.21 (p < 0.0001) with CCI, 0.16 (p < 0.0001) with PCS-12 and 0.05 (p = 0.08) with MCS-12. After adjusting for confounders, functional health literacy remained a significant positive predictor of CCI score (p = .0006). Other positive significant predictors were being male (p = .02) and older age (p = .0001). Significant positive predictors of the PCS-12 score were younger age (p = .0001) and higher education (p = .04) and of MCS-12 score were higher education (p = .0004). CONCLUSION: Inadequate functional health literacy is associated with a greater comorbidity burden as measured by the CCI, even though the CCI is heavily biased towards inpatient illnesses. One might imagine that a more sensitive instrument that included common outpatient conditions such as hypertension would show an even stronger effect. It is somewhat surprising, though reassuring, that there was no association between functional health literacy and physical and mental health as measured by the SF-12, after adjusting for sociodemographic confounders. More study is clearly need to elucidate the strength and direction of the relationships between health literacy and a wide range of health outcomes. BACKGROUND: The objectives of this study were to assess residents' commitment to caring for the underserved, to determine changes in commitment during residency, and to identify factors associated with sustained commitment. METHODS: Baseline and follow-up surveys were administered to all internal medicine residents initiating and completing training at Yale-New Haven Hospital from 1996±2002. Commitment to caring for the underserved was assessed with two questions: (1)``Ten years after completing your residency, would you like your clinical practice to have a significant (>20%) population of patients on public assistance'' [yes/no] and (2) Please indicate your level of agreement with the statement``All physicians have an obligation to the medically underserved'' [7-point Likert scale]. Residents' baseline and follow-up responses were compared; differences were analyzed with chi-square and Wilcoxon signed-ranks tests. RESULTS: Paired surveys were available for 137 residents (response rate = 91%). For question (1), at baseline, 88 (64%) residents wanted their clinical practice to have >20% patients on public assistance. At follow-up, 25% of residents became less interested and 13% more interested in caring for patients on public assistance; the overall difference was a 13% decline. Residents who sustained their commitment to caring for patients on public assistance were more likely to be non-white (76% v 56%; p = 0.07), desire urban practice (82% v 50%; p < 0.01), participate in community service during medical school (68% v 38%; p = 0.02), and express interest in international health (67% v 38%; p = 0.05). For question (2), residents' responses regarding an obligation to the underserved fell from a median of moderately agree (at baseline) to agree (at follow-up); this decline was statistically significant (p < 0.01). Over time, residents with substantial financial debt (>$100,000) were more likely to decrease their agreement with this statement (57% v 40%; p = 0.06). CONCLUSION: For this cohort of residents, commitment to caring for the underserved declined significantly over the course of residency. Factors associated with sustained commitment included race, interest in urban practice, and community service participation in medical school. Significant debt appeared to decrease residents' obligation to the underserved. Community service activities in medical school and reduction in debt burden are amenable approaches that may increase commitment to the underserved. BACKGROUND: Ethnic disparities in the use of health care is a persistent problem in the United States. While the majority of studies examining disparities have focused on the characteristics of the individual, more recently there has been growing attention to the notion that an individual's health practices may be influenced by their neighborhood context. We examined whether access to care for individuals of different ethnic groups varies by the ethnic composition of the individual's county of residence. METHODS: Individuals from the 1996 Medical Expenditure Panel Survey who described their ethnicity as white (W), African-American (AA), or Latino (L), and who resided in one of 451 non-rural counties (n = 14,740). Counties were assigned to terciles based on the prevalence of African-Americans and Latinos who resided there. The principal outcome was report of difficulty in obtaining health care.
COMMITMENT TO CARING FOR THE UNDERSERVED: A STUDY OF INTERNAL MEDICINE RESIDENTS' ATTITUDES OVER THE COURSE
RESULTS: In general, African-Americans reported fewer barriers to health care when they lived in a county with a higher prevalence of African-Americans. In addition, AfricanAmericans and whites reported more difficulty obtaining care when they lived in a county with a higher prevalence of Latinos, and Latinos and whites reported more difficulty obtaining care when they lived in a county with a greater prevalence of African-Americans. For example, African-Americans who lived in a county with a high prevalence of Latinos reported more difficulty obtaining care compared to African-Americans who lived in a county with a low prevalence of Latinos (18.4% versus 9.5%, p < 0.05). Conversely, African-Americans who lived in a county with a high prevalence of African-Americans reported less difficulty obtaining care compared to African-Americans who lived in a county with a low prevalence of AfricanAmericans (9.0% versus 16.1%, p < 0.10). CONCLUSION: AAs may perceive fewer barriers to care when they live in a county with more people of similar ethnicity. AAs, Ls, and Ws may experience more difficulty obtaining care when they live in a county with a higher prevalence of individuals of a different ethnicity. Diminishing disparities in access to health care may require interventions that extend beyond the individual. BACKGROUND: Disparities in the quality of diabetes care between African Americans and whites have been extensively documented. Recent small, regional studies highlight differences in care between Hispanics and non-Hispanics. We examined disparities in glycemic monitoring and control, comparing Hispanics to non-Hispanic African Americans and whites in a large national sample of diabetics enrolled in the Veterans Health Administration (VHA). METHODS: Our study sample consisted of veterans enrolled in the VHA in 1998 who were diabetic defined by either 1) receipt of antiglycemic prescriptions or glucose monitoring strips, or 2) at least two diabetes ICD-9 codes in VHA administrative files in 1997±98. Ethnicity was classified as Hispanic, African American, or white based on most recent entry in VHA administrative data. For the subjects with unknown ethnicity, we supplemented with selfreported ethnicity from national VHA survey data (decreasing unknown ethnicity from 19.4% to 13.5%). American Indians, Asians and those of unknown ethnicity were excluded. We compared Hispanics, African Americans, and whites on three dependent variables measured during 1999: receipt of at least one glycosylated hemoglobin (HbA1c) test, mean HbA1c value, and HbA1c value ! ! ! !9.5 (guidelines set by the Diabetes Quality Improvement Project). HbA1c testing was identified using CPT procedure code files and/or lab result files. In multivariable analyses all findings were adjusted for age and gender. RESULTS: Of 446,771 diabetics, 7% were Hispanic, 16% African American and 63% white. Compared to whites, the adjusted odds of receiving annual glycemic testing were 0.83 (95% CI 0.81±0.86) for Hispanics and 0.90 (0.88±0.92) for African Americans. The mean HbA1c was 7.73 for Hispanics, 7.82 for African Americans, and 7.56 for whites (p < 0.001). The adjusted odds of having very poor glycemic control (HbA1c ! ! ! ! 9.5) were 1.25 (1.21±1.28) for Hispanics and 1.39 (1.35±1.41) for African Americans compared with whites. CONCLUSION: In a large, nationally representative sample of diabetics receiving care in aǹ`e qual access'' health care system, Hispanics received less glycemic testing than both African Americans and whites, and had worse glycemic control than whites. While this study does not distinguish whether patient-level or provider-level factors explain the findings, it supports the recent focus on quality improvement efforts aimed at African Americans, and suggests that similar attention is warranted for Hispanics. BACKGROUND: There are nearly 30 million women with disabilities in the United States yet they are among the most underserved. The medical literature shows that a significant proportion of this population feels they have difficulty accessing adequate primary healthcare services. Studies show that this population often lacks opportunities to participate in preventive healthcare activities and does not have access to primary care physicians and facilities. In one study, disabled women perceived more problems with the quality of care rather than the access to care. However, access barriers, including unmet transportation needs, lack of provider knowledge regarding disabilities, refusal of medical treatment, architectural barriers and negative attitudes of providers constitute the majority of the limitations to primary healthcare services. METHODS: We prospectively collected data on 108 consecutive patients who were seen in the Comprehensive Healthcare Center for Women with Physical Disabilities at MageeWomens Hospital, in Pittsburgh, PA during a three month time period that was randomly selected. This center is a fully handicapped-accessible, hospital-based, outpatient medical office providing primary care and obstetrical and gynecologic services. RESULTS: Among the 108 patients, only 2 (2%) stated they did not have a primary care physician (PCP) and 52 (48%) stated they saw their PCP yearly or more. Only 8 patients (7%) thought their PCP had discriminated against them. However, in the past 5 years, only six (6%) of the 92 non-ambulatory patients had been examined by their PCP on an examining BACKGROUND: High out-of-pocket expenditures for prescription medications may lead people with chronic illnesses to restrict their use of these medications. Whether adults experience adverse health outcomes after having restricted medication use because of cost is not known. METHODS: We performed a prospective cohort study using two waves of the Health and Retirement Study (HRS), a national survey of adults aged 51 to 61 in 1992, and the Asset and Health Dynamics Among the Oldest Old (AHEAD) Study, a national survey of adults aged 70 or older in 1993. We used multivariable logistic and linear regression models to assess the independent effect on health outcomes over 2±3 years of follow-up of reporting in 1995/96 having taken less medicine than prescribed because of cost during the prior two years. After adjusting for differences in sociodemographic characteristics, health status, and comorbid chronic conditions, we determined the risk of a significant decline in overall health among respondents in good to excellent health at baseline and of developing new disease-related adverse outcomes among respondents with cardiovascular disease, diabetes, arthritis, and depression. RESULTS: In adjusted analyses, 29.9% of those who had restricted medications because of cost reported a significant decline in their health status, compared to 20.3% of those who had not (AOR: 1.80, CI: 1.28±2.53). Respondents with cardiovascular disease who restricted medications reported higher rates of angina (15.7% vs. 11.4%, AOR: 1.49 CI: 1.06±2.10) and experienced higher rates of non-fatal heart attacks or strokes (10.9% vs. 7.4%, AOR: 1.55, CI: 1.06±2.27). After adjusting for potential confounders, we found no differences in diseasespecific complications among respondents with arthritis, diabetes, and depression. Patterns of adverse outcomes among restrictors were similar in the two different age cohorts. CONCLUSION: Both middle-aged and elderly Americans who restrict prescription medications because of cost face an increased risk of adverse health outcomes from this restriction. Such cost-related medication restriction may be an important mechanism for worse health outcomes among low-income and other vulnerable populations who lack adequate insurance coverage.
EFFECT OF HISPANIC ETHNICITY ON GLYCEMIC
WARNING: EXPOSURE TO VIOLENCE MAY BE HAZARDOUS TO YOUR HEALTH.
A BACKGROUND: The psychological impact of exposure to violence (ETV) on children is documented. However, its impact on physical health, chronic disease expression, and health behaviors of adults has not been explored. We investigated the relationship between reported ETV and health related measures in a low-income, inner city population. METHODS: 135 adult patients presenting for routine primary care appointments participated in a survey. Subjects were read an instrument that queried medical history, family medical history, social and physical functioning, health attitudes and behaviors, and violence exposure. No patients declined to participate. RESULTS: Respondents were predominately black (86%) and female (75%). 77% were middle-aged, 56% had earned a high school diploma and 56% had annual incomes less than $9000. 72% of the patient population responded positively to one of the three measures of ETV. ETV data was fitted in Rasch item response model for rating scales. Rasch analysis showed the statement:``I have family members or friends that have been murdered'' had high reliability (0.98) and had the highest item internal consistency. It demonstrated the best properties of a screening question and was selected as our measure of ETV. 55% agreed to the statement. In bivariate analyses, those exposed to violence were more likely to be black (p = 0.03), smoke cigarettes (p = 0.03), visit the emergency department (p < 0.01), have guns in the home (p = 0.01), and carry guns (p = 0.01). Those exposed to violence were more likely to report family members with alcohol addiction (p = 0.05), cancer (p < 0.01) heart disease (p < 0.01), stroke (p = 0.03), and asthma (p = 0.02). Those with violence exposure had clinically worse physiologic variables for SBP (143 vs. 140), DBP (80 vs. 78), HgbA1C (8.5 vs. 7.0), total cholesterol (221 vs. 211) and body mass index (32 vs. 31). In multiple regression analyses adjusting for age, race, gender and income, exposure to violence was associated with visits to the emergency department (OR 3.2 [1.5, 6 .6]), smoking (OR 3.0 [1.2, 7 .2]), a family history of cancer (OR 3.6 [1.8, 7 .8]), a family history of heart disease (OR 3.8 [1.8, 7 .9]), and having guns in the home (OR 3.4 [1.1, 11.1]). CONCLUSION: ETV is associated with worse objective and subjective reported personal and family health, higher emergency department use, and owning and carrying firearms in lowincome adults living in an urban center. Based on these preliminary data, a further study investigating the relationship between ETV and key health measures is warranted. BACKGROUND: The most recent Joint National Committee ( JNC) reports have recommended the use of diuretics or beta-blockers as first-line therapy for hypertensive patients without other comorbidity. We wanted to look at patterns of usage of antihypertensive agents with respect to this guideline. METHODS: Data were obtained from the 1995±2000 National Ambulatory Medical Care Surveys (NAMCS). Chi-squared tests of association were performed to determine if the usage of Beta Blockers (BB), Angiotensin-converting enzyme inhibitors (ACEI), diuretics and calciumchannel blockers (CCB) by NAMCS essential hypertension patients changed between 1995± 2000. All estimates reported in this analysis are reliable estimates (i.e. relative standard error {RSE} is less than 30%). Logistic regression analysis determined associations between medication use and NAMCS year (1995±2000) while controlling for gender, race (white, non-white), region, urbanicity and geriatric age (<65 years of age, 65 years of age or older). SAS callable SUDAAN software was used for all statistical procedures. Data were weighted for the analysis. RESULTS: By Chi-squared analysis, there was a statistically significant trend of increased BB usage over the years 1995±2000 in the 332,510,280 essential hypertension visits examined with prevalence rising from 16.42% in 1995 to 21.86% in 2000, p = 0.0337. Using logistic regression analysis, the adjusted odds ratio per NAMCS year was 1.08, {95% CI 1.04, 1.13}, p = 0.0004). There was no trend towards increased or decreased use in the other antihypertensive groups (p > 0.05), as ACEI use ranged from 23.9±29.4%, diuretics varied from 25.8±30%, and CCBs were used in 23.0±29.7% over this time frame. Interestingly, non-white hypertensive patients were less likely to receive beta blockers than white patients (OR: 0.76, 95% CI{0.63, 0.91}, p = 0.0042). Only CCBs were also prescribed differently based on race with non-white hypertensives being more likely to receive these medications (OR: 1.46, 95% CI {1.24,1.73}, p < 0.0001). CONCLUSION: Diuretics, ACEIs, and CCBs were the most commonly used antihypertensive agents over the timeframe studied as approximately 25% of all patients were on each of these medications while BBs only reached a 21.8% share in 2000. There was a significant trend of increased BB usage over this time frame. However, BB therapy appears to be under-utilized in the non-white hypertensive population. BACKGROUND: Homeless people's previous interactions with and level of trust in paramedics and police officers may affect their willingness to seek emergency assistance. Of particular concern, news reports have documented incidents in which police officers used excessive and unjustified force against homeless people. The objectives of this study were to assess homeless people's interactions with and trust in paramedics and police in Toronto, Ontario. METHODS: We interviewed a systematic sample of 160 homeless persons at 18 of the largest drop-in centers and shelters for single adults and youth in Toronto in 2001. Interviewers approached every 10th person in sleeping quarters and common areas. Frankly psychotic and severely intoxicated individuals were excluded. Subjects were told that the study examined their`p erceptions of emergency services.'' After giving informed consent, subjects were asked about demographics, number of interactions with paramedics in Toronto in the past 12 months, whether they considered any of these interactions``good'' or``bad,'' detailed descriptions of these interactions, and rating of their trust in paramedics on a 0-to-5 Likert scale. Identical questions were then asked regarding police. Finally, subjects were asked if they had been assaulted (defined as a``sudden, violent physical attack'') during the past 12 months, and if so, by whom. Differences in responses regarding paramedics and police were examined using the binomial test or the Wilcoxon signed ranks test. RESULTS: Subjects had the following characteristics: mean age, 36 years; male 76%; white 55%, black 23%, other race 22%; duration of current episode of homelessness <6 months 45%, 6±12 months 28%, >12 months 25%. Interaction in the past 12 months was more common with police than with paramedics (61% vs. 37%, p = 0.0001), as was the occurrence of at least one interaction described as``bad'' (39% vs. 9%, p = 0.0001). Trust levels were significantly lower in police compared to paramedics (median 3 vs. 5, p = 0.0001). The proportion of subjects who reported experiencing an assault in the last 12 months by anyone, by a police officer, and by a paramedic was 36%, 9%, and 0%, respectively. The 95% CI around these estimates was 5%. CONCLUSION: Homeless people in Toronto express much lower levels of trust in police than in paramedics. The frequency of reported experiences of assault by police is concerning. Additional studies are needed to confirm these findings and to objectively characterize interactions between homeless people and police officers. BACKGROUND: Disparities in breast and cervical cancer screening between whites and other racial/ethnic groups have been well documented. These disparities are only partially explained by socioeconomic status and access to health care services. The objective of this study was to determine if perceived racial discrimination is also associated with lower rates of breast and cervical cancer screening in a longitudinal study. METHODS: We conducted a 2-year prospective cohort study of 3717 women between the ages of 42 and 52 participating in the Study of Women's Health Across the Nation in one of seven large U.S. cities. We excluded women who had been diagnosed with breast or cervical cancer or who had had a hysterectomy. Data for this study were collected yearly from each woman via interview and self-report questionnaire. We used generalized estimating equation logistic regression models to understand the relationship between reported receipt of mammograms, breast exams, and Pap smears to racial discrimination while adjusting for ethnicity (Asian, black, Hispanic & white), income, education, insurance status, English language proficiency, and use and access to health care. RESULTS: Nine hundred and forty women in the cohort reported racial discrimination in year 1. Perceived racial discrimination was significantly associated with lower receipt of mammo- BACKGROUND: The risk of cardiovascular mortality is higher among blacks than among whites and this disparity is more pronounced in women for unknown reasons. We sought to evaluate differences in medical care and outcomes among black and white women with heart disease. METHODS: Among the 2,699 black and white women enrolled in the Heart and Estrogen/ progestin Replacement Study (HERS), we used Cox proportional hazards models to determine whether race was associated with risk of coronary heart disease (CHD) events (cardiovascular death or non-fatal myocardial infarction). Further, we evaluated whether there were racial differences in the use of appropriate medical therapies, and adequate control of systolic blood pressure, glucose, and LDL cholesterol levels. RESULTS: During an average of 4.1 years of follow-up, CHD events were twice as likely in black compared with white women (6.4 per 100 person-years versus 3.1 per 100 person-years, hazard ratio, 2.1; 95% confidence interval, 1.5 to 2.8; p < 0.001). Black women had higher baseline rates of hypertension, diabetes, and hypercholesterolemia, yet were less likely to report taking aspirin or statins. Rates of beta-blocker use among women with prior myocardial infarctions, and ACE-inhibitors among women with congestive heart failure were similar in the two groups. Black women were less likely to have optimal baseline blood pressure (56% versus 63%, p = 0.01) or LDL cholesterol (30% versus 38%, p = 0.04) control than white women and these differences persisted during follow-up. After adjusting for these and other baseline differences, black women still had a nearly 50% higher risk of CHD events (multivariableadjusted hazard ratio, 1.5; 95% confidence interval, 1.1 to 2.1; p = 0.02). CONCLUSION: In a large study of women with heart disease, black women were less likely to be taking appropriate preventive therapy and less likely to have adequate risk factor control despite a nearly 50% greater CHD event risk compared with white women. Interventions to increase use of appropriate therapy and improve risk factor control in black women are needed BACKGROUND: Women may receive lower quality inpatient care than men. Because quality of outpatient care by gender is largely unexplored, we examined whether gender differences exist in the VA healthcare system, in which women are a rapidly growing population and currently comprise 10% of the 4 million enrollees. METHODS: We used data from the External Peer Review Program, a cross-sectional sample of patients with common conditions and >1 primary care visit at a VA medical center between 10/1999 and 9/2000, with over-sampling of women. Using logistic regression with generalized estimating equations, we assessed the associations between gender and 7 common disease-or age-specific quality-of-care measures, adjusting for age, hospital characteristics, and clustering by regional VA network.
ARE BETA BLOCKERS UNDER-UTILIZED AS
HOMELESS PEOPLE'S INTERACTIONS WITH AND TRUST IN PARAMEDICS AND
IS PERCEIVED RACIAL DISCRIMINATION ASSOCIATED WITH DISPARITIES IN
RESULTS: Among 86,342 patients from nearly every VA hospital and clinic in the United States, women represented 13% to 23% of the sample for each quality measure. Adherence to indicators for women and men ranged from 47% for blood pressure control to over 90% for Hgb A1c testing. Slightly lower vaccination rates for women were partly explained by their younger age. Adjusted relative risks (converted from odds ratios) for women relative to men ranged from 0.96 to 1.05 across the 7 quality measures: CONCLUSION: For common outpatient measures, women and men received remarkably similar quality of care in the VA healthcare system, suggesting quality improvement efforts in VA outpatient care have been implemented consistently for women and men. BACKGROUND: In many countries, patients have the opportunity to attend University outpatient clinics providing community care as well as training for medical residents where physicians change regularly and interpersonal continuity of care is not provided. The aim of the study was to evaluate the differences between patients attending a University outpatient clinic and patients consulting a private practice and explore the reasons for choosing a practice and remaining attached to it. METHODS: We conducted a 4-month cross-sectional study in the University outpatient clinic of Lausanne, Switzerland and ten private general practices located in the neighborhood and randomly selected. Eligible subjects were >30 years old patients, Swiss national or long term residents, suffering from one or more chronic conditions and attending the same practice for >3 years. They were given a questionnaire about socio demographic data, use of medical resources and reasons for choosing and remaining at the same practice. We conducted then in-depth interviews with 26 patients selected from the first part of the study. They were audiotaped, transcribed ad verbatim and examined using basic content analysis. RESULTS: 329 patient questionnaires were obtained and analyzed, 219 from private practice and 110 from outpatient clinic patients. More patients attending the outpatient clinic were male (58.7% vs 33.8%, p < 0.01), with lower education (schooling < 10 years: 44.1% vs 30.8%, p < 0.01) and lower income (<3500 SF: 64.6% vs. 34.2%, p < 0.01). Private practices patients used the emergency settings less often (OR 0.5 CI 95%: 0.3±0.9). Main reasons for choosing a private practice versus an outpatient clinic were recommendation (OR 4.4 CI 95% 1.9±9.9) and the fact that relatives or acquaintance were already registered (OR 5 CI 95%: 2.1±11.9) and not because it was the only practice known (OR 0.09 CI 95%; 0.01±0.5) or because they could quickly obtain a first appointment (OR 0.33 CI 95%: 0.15±0.7). Unlike outpatient clinic patients, private practice patients attached more importance to physician communication skills (OR 4.81 CI 95%: 2.2±10.5), home calls (OR 5.56 CI95%; 1.7±18.7), trust (OR 2.33 CI95%: 1.1±5) than to investigations facilities (OR 0.38 CI 95%: 0.15±0.8). Analysis of the 26 interviews (13 from private practice patients and 13 from outpatient clinic patients) revealed that more patients attended private practices for psycho-social problems while more patients consulted the outpatient clinic for urgent somatic problems because of convenient hours or investigations facilities. Although outpatient clinic patients reported more biomedical expectations at the first consultation, when asked about general expectations, they indicated similar biomedical and communication expectations but payed less attention to the relationship aspects of care. Many outpatient clinic patients considered the change of physician to be positive because physicians showed more enthousiasm and professional interest. They also appreciated team work. CONCLUSION: Long-term patients attending a University outpatient clinic seem to be more vulnerable and use more the medical resources than those consulting in private practices. Although outpatient clinic patients pay more attention to investigation facilities than to communication skills, the qualitative analysis reveals that general expectations and perception of the relationship are not so different among both groups and that reasons and circumstances to seek care are complex. BACKGROUND: A novel subacute care facility, the medical respite unit, offers homeless patients recuperative care while addressing psychosocial and other homeless-specific needs. Such units exist nation-wide, but their effectiveness is unstudied and they are unrecognized by the Centers for Medicare and Medicaid Services. We used data from the largest such program in the U.S. to test whether discharge to a medical respite was associated with delayed hospital readmission or death (R/D) for the hospitalized homeless. METHODS: We examined time to first R/D for 784 homeless adults discharged from a medical/surgical hospitalization 7/98±6/01, with follow-up to 6/02. The predictor of interest was discharge destination, in 4 categories: Respite, Own Care (shelters/streets), Other Care (e.g. nursing home), and Left Against Medical Advice (AMA). We used survival curves and sequential proportional hazards models to quantify the effect of discharge destination on the hazard for R/D. We examined raw differences, and controlled for factors predicting R/D, i.e. comorbidity using Diagnostic Cost Groups, index hospitalization length of stay (LOS), number of prior hospitalizations, substance abuse, & sociodemographics. Data came from crosslinking 7 administrative sources. RESULTS: Raw survival curves for the combined outcome of R/D did not differ by discharge destination (p = .71). Compared to Own Care patients, Respite patients had features associated with increased hazard for R/D, including greater comorbidity, and LOS (all p < .01). The Table shows CONCLUSION: At discharge, respite patients had higher risk for readmission or death compared to those discharged to Own Care, yet they experienced similar readmission and death rates. Risk adjustment suggested a protective effect of Respite (adjusted hazard = 0.86, p = 0.26). Our findings, though limited by sample size and possibly residual confounding, support continued interest in medical respite for homeless persons. BACKGROUND: Urgent care centers at safety-net hospitals are often the sole source of care for minority patients with chronic illnesses. Our goals were to determine how often patients with diabetes seek care at an urgent care center of a large public hospital and assess the need for more comprehensive services for diabetic patients within this setting. METHODS: We conducted a survey of consecutive diabetic patients presenting to the Ambulatory Screening Clinic of Cook County Hospital during a representative 14 day period. Physicians interviewed subjects using a standardized data collection instrument and recorded information on demographic and clinical characteristics, medication use, diabetes knowledge, self-management practices, and co-morbidities. Glycosylated hemoglobin (A1c) and serum creatinine were also measured for all subjects. RESULTS: Of the 3044 patients cared for in the urgent care clinic during the 14 consecutive days, 410 had diabetes (prevalence: 13%). Thus, 10700 patients with diabetes are expected to present to the clinic yearly. The clinical characteristics of the sample were: 90% of these patients were Type 2 diabetics. 80% were overweight (BMI > 25). Low proportions,about one third were taking metformin in a population with high prevalence of obesity. 80% had rudimentary diabetic knowledge. Only 4% were aware that an A1c of 10 was undesirable. Only 33% reported taking their medications regularly and check their blood sugar consistently. Significantly 18% could not read the label of a drug prescription bottle, one fourth needed interpreter services, and two thirds had no primary care physician. The mean A1c was 9.2 (SD 2.4). CONCLUSION: Diabetes Mellitus is a prevalent problem in the urgent care center of a large, urban, public hospital. The patients' demographic and clinical characteristics suggest that comprehensive services are necessary to meet their needs, including more interpreters and diabetes educators. These services need to address the problem of obesity, low utilization of metformin, and improve self-management skills. Urgent care centers at safety-net hospitals Ð serving predominately poor, minority populations Ð must adapt to a clear health care need: comprehensive care for chronic diseases such as diabetes. BACKGROUND: Despite HIV-infected persons' increased mortality, characterization of HIV-infected homeless persons has been limited apart from adherence issues. We analyzed a cohort of HIV-infected persons with a history of alcohol problems to compare clinical and utilization differences between the homeless and the housed. METHODS: A standardized questionnaire was administered to 349 HIV-infected participants entering the HIV-Alcohol Longitudinal Cohort (HIV-ALC) study. In bivariate analyses, homelessness (at least 1 night in a shelter or on the street in the past 6 months) was examined with regard to the following outcome variables: CD4 count , current antiretroviral (ART) therapy, HIV-related symptoms (in past 30 days, range 0±12), delay of care (months between the 1st positive HIV test and 1st HIV primary care visit), utilization of emergency department (ED) and hospitalization (any vs. none for past 6 months), and alcohol drinks per day (in past 30 days). RESULTS: Despite similar CD4 counts between the housed and the homeless, significant differences were found (see Table below ). Homelessness was associated with less ART use, more HIV-related symptoms, delayed HIV primary care, more utilization and higher alcohol consumption. CONCLUSION: Among a cohort of HIV-infected persons with a history of alcohol problems, homelessness was associated with more symptoms, less optimal self-care, and higher utilization despite similar CD4 counts to housed persons. Our findings support the case for specialized services for homeless HIV persons. BACKGROUND: The high cost of prescription medications has led to the widespread institution of MAPs, pharmaceutical sponsored programs which provide free medications to indigent patients. The MAP at our internal medicine residents' clinic is administered by a full time nurse. We sought to describe the demographic characteristics and to identify factors correlating with MAP enrollee satisfaction. METHODS: From August to December 2002, MAP-enrolled patients were recruited. The interviewer-administered questionnaire assessed socio-demographics, medical history, access to medications, gaps in medication usage, frequency of medication changes, and attitude to the services provided by the MAP. Patient attitudes were measured using Likert-type scales where 1 =``Strongly agree'' and 5 =``Strongly disagree''. Data were analyzed using T-test and Chisquare statistics. We then constructed a multi-variable model to identify potential predictors to the outcome variable of overall satisfaction. RESULTS: 77 patients were interviewed. The average age was 57.4 11.2 years, and 51% were male. 47% were White, 27% were Hispanic, and 18% were Black. 50% had health insurance, although 82% of those with insurance were Medicare enrollees. 73% had an annual income less than $15,000, and 75% had completed high school or its equivalent. There were no significant racial differences in income or education. Hispanic enrollees were significantly less likely to have health insurance than both Blacks and Whites [OR = .23, 95% CI (.07, .72)]. Black and Hispanic enrollees took less medications on average than Whites (3.9 and 3.7 vs. 5.2, P = .01), but Hispanic enrollees had a higher proportion of their medications covered by the MAP compared to Whites (.97 vs. .84, p = .01). All participants were generally very satisfied with the services provided by the MAP (mean = 1.18 .45), with no differences across race or income. 80.5% of participants felt their general health improved since MAP enrollment. 74/77 (96.1%) expressed no major delays in receiving their medications through the program. Insignificant gaps in medication usage, self-perceived better health since enrollment, and higher income significantly predicted satisfaction with the MAP (r = 0.61, F < .0001). CONCLUSION: MAP-enrolled patients represent an ethnically diverse population, half of which have some form of health insurance. Most patients expressed a high degree of satisfaction with the MAP and felt their health to be positively affected by their participation. Patient satisfaction as correlated with little interruption in medication supplies may be attributed to the administrative support provided through our institution. Further studies are necessary to evaluate the specifics of institution-facilitated support in promoting satisfaction with MAPs. BACKGROUND: Immigrants account for over 10% of the U.S. population and around a third of the immigrants in United States reside in California. We examined whether differences of care exist between U.S. born, naturalized U.S. immigrants (ie. immigrants who obtained their U.S. citizenship) and non-U.S. immigrants in California. METHODS: We analyzed data from the 2001 California Health Interview Survey, a population based telephone survey designed to assess the health status of Californians over the age of 18. Outcome measures included the use of prescription anti-hypertensive and diabetic medications for persons diagnosed with hypertension and diabetes, respectively, and contact with mental health specialist for those who desired mental health care. Logistic regression were used to discern the independent effects of a person's citizenship status and each of these outcomes. All analyses were adjusted for the survey sample weights to derive estimates of California's general population. RESULTS: 77% of Californians were U.S. born, 11% were naturalized U.S. immigrants and 12% were non-U.S. immigrants. The mean age for U.S born, naturalized U.S. immigrants and non-U.S. immigrants were 50, 49 and 38 years of age, respectively. Non-U.S. immigrants were more likely to be uninsured compared to naturalized U.S. immigrants and U.S. born citizens (40% vs 14% vs. 10%; P < 0.001). In comparison to U.S. born and naturalized U.S. immigrants diagnosed with hypertension and diabetes mellitus, significant fewer non-U.S. immigrants received medications for hypertension (67% vs. 67% vs. 41%; P < 0.001) and diabetes mellitus (78% vs. 80% vs. 60%; P < 0.001). Similarly, among those who desired mental health services, significantly fewer non-U.S. immigrants received mental health care than naturalized U.S. immigrants and U.S. born citizens (49% vs. 33% vs. 14%; P < 0.001). After adjusting for age, gender income, education, race, insurance status, years in the U.S (<10 and ! ! ! !10 yrs) and ability to speak English, we determined that naturalized U.S. citizens were just as likely as U.S. born citizens to receive medications for hypertension (OR 1.0; .95% C.I. .9±1.2), and diabetes (OR .9; 95% C.I. .6±1.2). Naturalized immigrants were only slightly more likely not to see a mental health specialist (OR 1.6; 95% C.I. 1.3±2.0) than U.S. born citizens. Moreover, while non-U.S. immigrants were nearly as likely as U.S. born citizens to receive anti-hypertensive medications (OR 1.2; 95% C.I. 1.0±1.6), non-U.S. immigrants were more likely not to receive diabetic medications (OR 1.8; 95% C.I. 1.2±2.7) and more likely to not utilize mental health services (OR 2.6; 95% C.I. 1.9±3.4) than U.S. born citizens. CONCLUSION: Non-U.S. immigrants are more likely not to receive medications for hypertension, diabetes and access mental health services than U.S. and naturalized citizens even after adjusting for potential confounders. However, observed differences in health care disparity appear to minimize once a foreign born immigrant becomes an U.S. citizen. BACKGROUND: Health status may be influenced by characteristics of the individual and the environment in which they live. Although racial residential segregation (RRS), an important contextual attribute, has been associated with mortality, its relationship with general health status has not been fully examined. The specific aims of this study, therefore, were to: 1) assess the magnitude of association between RRS and health status, 2) evaluate the extent to which this relationship was mediated through characteristics of the individual and their environment, and 3) determine whether this association varied by age, gender, educational attainment, or insurance status. METHODS: Data from the Ohio Family Health Study, a cross sectional survey assessing insurance coverage, health care utilization, and health status, were linked with contextual data from the Area Resource File. Guided by Andersen's conceptual framework of access, this analysis used nested hierarchical models to quantify the association between RRS and health status alone and after adjusting for individuals' enabling (e.g., insurance status, social support, income), predisposing (e.g., age, sex, race, education), and need-related characteristics (e.g., number of chronic medical conditions, rating of general health status) and contextual attributes (e.g., unemployment rate, community economic status, population density, proportion of racial/ethnic minority residents, primary care physician supply, and managed care activity). Selected cross-level interactions were assessed. RESULTS: Of 15,613 adults in 623 areas, 2390 (15.3%) reported their general health as``fair'' or``poor''. In a model without other factors, RRS was associated with lower health status (OR = 1.15, 95% CI [1.08, 1.21]; p < .001). Adding other contextual attributes attenuated the significance of the association between segregation and health status (AOR = 1.00 [0.95, 1.06]). In a final model including individuals' enabling, predisposing, and need characteristics, segregation remained statistically unassociated with health status (AOR = 1.01 [0.98, 1.05]; c statistic = 0.862). We observed no significant cross-level interactions between RRS and individual characteristics. CONCLUSION: Although greater racial segregation is associated with lower health status, contextual characteristics and attributes of the individual may mediate much of this effect. These findings hint at an important dynamic, the elements of which should be studied more closely to better inform policy solutions for reducing apparent effects from this fundamental cause of health disparities. BACKGROUND: There is growing evidence that physicians contribute to racial and ethnic disparities in health care. Few studies, however, have evaluated medical student bias or whether these biases differ by years of medical education completed. METHODS: We surveyed 1st and 2nd year medical students' selection preferences for candidates for a NIH funded research scholarship and a research assistant position with a private biomedical company. Students received a packet with four identical curriculum vitae (CVs) with photographs attached. Three of the CVs were identical for all students. One CV described a candidate (Eric Johnson) who was portrayed as African American (AA) in half the students' packets, and as White for the other half. Question and CV order were varied from packet to packet. Students' ratings of the candidates on a 0±10 scale were converted to rankings with one being the highest and four the lowest. T-tests were performed to identify differences in the ranking between the AA and White Eric Johnson. RESULTS: Over 75% of both classes completed the survey (122 first and 110 second year students). Forty eight percent of the students were female, and 22% were under-represented minorities. There were no significant differences in the ranking between the AA and White candidate for the private sector position. However, the AA candidate received a better mean score than the White candidate for the scholarship (2.10 and 2.37 respectively; effect size 0.47, p < 0.001). By class, the difference in mean scores was statistically different only for 2nd year students (mean score for the AA compared to the white candidate 2.14 versus 2.47; effect size 0.51, p < 0.001). However, both 1st and 2nd year under-represented minority students were more likely to prefer the AA candidate. Among under-represented minority students the mean score for the AA candidate was 2.02 compared to 2.60 for the White candidate (effect size 1.01, p < 0.001). CONCLUSION: We found no evidence of reduced preference for the hypothetical AA student in this sample of medical students. In contrast, we found a significant preference for the AA student among second year medical students and among students themselves from underrepresented minorities. This effect was observed only for the scholarship and not the research position, suggesting these findings are sensitive to context. One might expect the preference by under-represented minorities for the AA candidate. Causes of the difference between first and second year students are less obvious. Among the possible explanations are increased clinical and academic maturity and exposure to a cultural sensitivity curriculum during the first year of medical school. BACKGROUND: Socioeconomc Status (SES) is frequently measured in multiple ways including education completed, income, and occupation. In epidemiologic surveys, however, occupation is frequently not asked about since classifying occupations into coherent groups that are used for analyses is labor intensive. Relying on study participants to classify their own occupations could be a significant labor saving process. The objective of this study, therfore, was to determine how accurately individuals can classify themselves into standard occupational groups. METHODS: The data used in these analyses are from the pilot baseline interview of the VA Physician Intervention to Improve Hypertension study. Veterans were first asked to answer the question``What kind of work have you done most of your life?'' After this question, they were asked to categorize the work into a standard Major Occupational Group (MOG) from the Occupational Classification System created by the Bureau of Labor Statistics. The primary investigator (PI) then independtly categorized each reported occupation using the 1990 Census Occupation Index Listings. Kappa scores were calculated to determine how well the veterans and the PI agreed. RESULTS: Ninety two of 96 people responded to both questions. For 78 people (85%), we were able to assign them to a MOG given the occupation title provided. Eight people (9%) provided an occupation title that was too vague to be able to assign them to a MOG. Six people (6%) gave``military'' or a military occupation as their occupation title (military occupations are not included in the Occupational Classification System). For the 78 veterans that provided an occupation title contained within the Occupational Classification System, only 42 (54%) correctly identified the MOG in which their occupation was grouped based on the title proved. The weighted kappa coefficient for agreement between the veterans and the PI was 0.51 (95% CI 0.37±0.65). CONCLUSION: Veterans were only able to accurately classify their occupation into a MOG about 50% of the time. In addition, job titles were frequently inadequate for the PI to classify an individual's occupation, especially for veterans in military occupations. For researchers interested in collecting data on occupations, relying on study subjects to classify their occupations into an occupational group is not adequately accurate. In addition, just asking for an occupation title frequently does not provide enough information for researchers to accurately code occupations especially for those in military professions. BACKGROUND: Many studies evaluating racial disparities come from the VHA and are based on secondary data analyses. Often race data are missing for at least a portion of the patients. Knowing how investigators treat missing data is critical in evaluating potential biases. The objectives of this systematic review were to quantify: (1) the data sources for VHA disparity studies; (2) how missing data were handled; and (3) the extent of missing data. METHODS: MEDLINE, EconLit, and Sociological Abstracts were searched using these keywords: (race, racial stock, ethnicity, ethnic groups, blacks, Hispanic Americans) and (United States Department of Veterans Affairs, veterans, veterans hospitals, and VA). Abstract exclusion criteria included: written before 1992; letters or review papers; did not pertain to veterans; race not mentioned; and race self-reported. Two trained reviewers independently abstracted each article. Article exclusion criteria included: duplicate study populations; not a secondary data analysis; race was not a focus of or important predictor in the research. Information abstracted from each article included, among others, the role of race in the study, the source of the race data, how missing race data were handled and the quantity of missing race data. RESULTS: 68 of 118 articles met inclusion criteria. Race was the primary focus in 42 articles and an important predictor in 27 articles. The Patient Treatment File (PTF) was the most common source of race data (29). For 32 articles knowledge of race was required for inclusion in the analytic population. Articles were grouped into the following mutually exclusive categories: no missing race data (11); missing race data explicitly quantified (8); missing race data explicitly grouped with other data but not quantified (9); race data known for enumeration of the potential population (2); no mention of missing race data but known to exist in the data source e.g., PTF (5); unable to determine if there was missing race data (33). When missing race data was quantified it ranged from 0% to 48%, median = 0%, mean = 8%.
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CONCLUSION: Missing race data is frequently present in VHA secondary data sources. However, it is rarely explicitly discussed or quantified, even when it is the primary focus of the research question. Without clear descriptions of how much missing race data is present in studies using VHA secondary data sources, readers are unable to evaluate a very important potential source of bias. BACKGROUND: The patient-doctor (pt-dr) relationship has been pinpointed as a domain in which racial/ethnic disparities may arise, and is a possible area for intervention. We hypothesized that patients (pts) who experience discomfort or disrespect in the relationship may be less likely to initiate or follow through with needed care. METHODS: We analyzed data from the Commonwealth Fund Survey of Disparities in Quality of Health Care. It included 6722 adults age 18 and over (53% response rate) weighted to form a nationally representative sample and was conducted in 6 languages. Pts reported about their experiences with care. We examined whether the pt felt s/he had been treated with respect or looked down upon, whether s/he felt treated unfairly because or race, ability to pay, gender or language, and whether s/he felt they would have received better care if s/he had they been of a different race or gender, and whether their doctor understood their values. Outcomes included: putting off care, following the doctor's advice, and receipt of a physical exam in the prior year, age-appropriate cancer screening, and`optimal care' for pts with diabetes (HbA1, eye, foot, cholesterol and BP check), hypertension and heart disease (BP check and cholesterol). All analyses used chi-squared tests and multivariate logistic regression, and were performed in STATA. RESULTS: 15% of Blacks, 21% if Hispanics and 22% of Asians reported being treated with disrespect or being looked down upon in the past, versus only 10% of whites (p < 0.01). A significant proportion of minorities also reported having been treated unfairly because of race and that they would have received better treatment if they had been a different race (all p < .05 compared with whites). Independent of race or insurance status, pts who felt that had been treated with disrespect, treated unfairly due to race, or that they would have received better care if they were a different race were less likely to receive optimal chronic disease care and more likely to put off care or not follow the doctor's advice (all p < 0.05). For example, only 58% of those who felt that they had been treated with disrespect reported optimal chronic disease care and 30% put off care, vs. 75% and 18% of those who did not , p < 0.01. Of those who felt treated unfairly because of their race, 46% did not follow the doctors advice, and 40% put off care, vs. 23% and 20% of those who did not, (p < .001). This trend was largely similar for those who felt that they would have received better care if they belonged to a different race. CONCLUSION: Independent of race and income, pts reports of how they are treated in the pt-dr relationship are strongly related to getting needed care. Pts who report discomfort with the relationship are more likely to put off care and less likely to follow advice. Controlling for other factors, minority pts report more problematic pt-dr relationships. Strategies to address these issues need to be developed. Wake Forest University, Winston-Salem, NC (Tracking ID #76714) BACKGROUND: The incidence of prostate cancer in African-Americans is 1.6 times that of Caucasians, and curable cases of prostate cancer are most likely to occur in men <70 yrs old. Currently there is no published national data that suggest PSA screening is targeting these groups. METHODS: The National Health Interview Survey (NHIS) is an annually performed selfreport multistage-probability designed survey intended to represent the non-institutionalized U.S. population. The 2000 NHIS cancer module includes specific questions on PSA use. The SUDAAN software was used to produce weighted estimates of PSA use for screening purposes within the last 12 months stratified by age and race adjusting for cluster and sampling effects. RESULTS: Results are provided in the table. CONCLUSION: The majority of men for whom early detection of prostate cancer is most likely to be beneficial (age < 70) are less likely to have been screened than older men, for whom screening is more controversial. Black men, despite the higher risk of prostate cancer, are not screened with higher frequency past age 50 than White men. Thus, the present use of the PSA does not reflect currently promoted screening guidelines regarding age and race. BACKGROUND: Reducing the prevalence of obesity and improving health literacy are both national health objectives in Healthy People 2010. Low literacy may undermine a patient's ability to understand the adverse health effects of obesity and the need for weight loss. The purpose of this study was to determine the relationship between the literacy level of overweight/obese patients and their weight-related knowledge, attitude, and behavior. METHODS: Structured patient interviews and a literacy screening instrument, the Rapid Estimate of Adult Literacy (REALM), were administered in two primary care clinics at a university-based public hospital. A previous study found that 81% of patients at these clinics are overweight or obese. A convenience sample of 210 overweight or obese outpatients (with a body mass index (BMI) of ! ! ! !25), ! ! ! !18 years old, were enrolled. RESULTS: Mean respondent age was 52 (range 18±92). 74% were women; 76% percent were black and 24% were white. Thirty percent were Medicaid or Medicare recipients and 4% were commercially insured. The mean BMI for the study population was 38.9 (range 26±65). 8% of patients were overweight (BMI 25±29.9), and 92% obese (BMI 30+). Patient literacy was low. 67% read below a 9th grade level (33% 6th grade; 35% 7th±8th grade). Literacy levels were significantly lower for older patients (p < .02), blacks (p < .0001), and Medicaid/Medicare recipients (p = .0003). Only 47% of patients could read all seven weight-related words (i.e., fat, meals, exercise, calories, nutrition, diabetes, obesity) on the REALM. 50% of patients across all literacy levels reported currently attempting weight loss. There was a significant relationship between literacy level and weight-related knowledge, attitudes, and behavior, summarized below.
R-E-S-P-E-C-T: PATIENT REPORTS OF DISRESPECT IN THE HEALTHCARE SETTING
RACE AND AGE DISPARITIES OF PSA USE (SHOULDN'T WE PRACTICE
Results
BLACK
CONCLUSION: The low literacy rates among overweight and obese patients at this public hospital are alarming. Patients with low literacy are significantly less likely to understand the adverse health consequences of obesity and the need to lose weight, and to report a desire weight loss. Health care providers should tailor both written and oral weight loss information to accommodate the needs of low literate patients.
PATIENT ILLITERACY: UNDERDIAGNOSED. J.R. BACKGROUND: The 1992 National Adult Literacy Survey found over 21% of adults had only``rudimentary'' reading and writing skills, and fifty million had``marginal'' skills. Despite these statistics, most patient education materials are written above an 8th grade level. A 1995 study demonstrated that 41.6% of subjects could not discern directions to take medication on an empty stomach. The pamphlet sent to patients of the University of Virginia Internal Medicine residents' clinic to report test results and medication instructions is at approximately a 10th grade level. We postulate that many residents' clinic patients are likely to have sub-optimal literacy skills that may impede their healthcare, and their physicians may not be aware of the problem. Another recent study suggests this scenario may be a widespread issue. METHODS: A number of screening tools exist to assess literacy. The Rapid Estimate of Adult Literacy in Medicine (REALM) incorporates 66 commonly used medical as well as lay terms used in practice. Based on the patients' ability to read these words, their score correlates with an approximate school-grade reading level. One hundred patients selected randomly at UVa's Internal Medicine residents' clinic participated. Correspondingly the residents predicted their patients' approximate reading levels. Additional variables including gender, race, age, and pay scale (a measure of patient income) were examined as possible literacy predictors. RESULTS: Eleven percent of subjects were functionally illiterate. The national average is closer to 4%. Almost half read below a high school level. Although most studies show older age as predictor of low literacy, here the only significant predictor was male gender. Race, age, and pay scale were not predictive parameters. With respect to how well physicians knew their patients' literacy levels, the overall correlation was relatively good. Providers identified their patients who read at a high school level, but their ability to discern poorer readers was significantly less accurate. CONCLUSION: REALM is a literacy screening tool felt to have satisfactory validity and reproducibility. However, it is not a test of comprehension and may, therefore, actually underestimate functional literacy. This study supports the notion that literacy rates among the residents' clinic patients are sub-optimal, and physicians are often unaware of patients' limited literacy skills. Certainly illiteracy rates and predictive factors will vary in different geographic regions and in various types of clinics. Finally, although this study does not directly examine the impact of patient illiteracy & lack of its recognition, this topic is an important future direction of research. Recognizing the exact nature of the problems and errors arising from this scenario may ultimately improve patient compliance, safety, and overall outcomes. BACKGROUND: As a key principle in psychology and public health, empowerment reflects perceived control, competence, and goal internalization. Empowerment is also an important element of Healthy People 2010 strategies for increasing quality and years of life and eliminating health disparities. We used community-based participatory research techniques and information technology to assist residents of a low-income community gain access to health information via the Internet. Assessing the impact of Internet access on empowerment among the intervention and comparison groups was the primary goal of this study. METHODS: Twenty-five self-selected community residents were given in-home Internet access, training, and technical support over a two year period. These participants were encouraged to serve as health information resources or``citizen leaders'' on their block. A homepage with links to community-specific and general health information was created as was a physician-staffed e-mail service for medical questions. Citizen leaders were interviewed at regular intervals regarding frequency of accessing the Internet and types of information obtained. In addition, citizen leaders and 35 randomly selected neighbors were interviewed regarding empowerment and attitudes toward technology at baseline and one year following the intervention. RESULTS: Citizen leaders reported accessing the Internet an average of 3 times per week. Among those who benefited from Internet use, citizen leaders cited themselves most frequently (43%), followed by family members (29%), neighbors (15%) and others (13%). Reasons given for accessing the Internet included making purchases (17%), networking (16%), entertainment (16%), health (14%), community events (13%), education (10%), employment (6%), safety (4%), and religion (4%). Citizen leaders were similar to comparison group members in terms of empowerment at baseline. After receiving Internet access and training, empowerment related to personal and family health decision-making improved significantly among citizen leaders but not the comparison group. Affinity for and appreciation of information technology also increased among citizen leaders but not the comparison group. CONCLUSION: Using community-based participatory research methods, we found that Internet access to community-specific and general health information can lead to increased empowerment and appreciation of information technology. These benefits accrued among the intervention group but not among a random sample of their neighbors. Further studies are needed to determine whether empowerment derived from Internet access is associated with improved health outcomes. Previous work has demonstrated differences by race in the HEDIS measures for Hemoglobin A1c, LDL-cholesterol testing and eye examination. This study investigated possible differences by race in the control of HbA1c and LDL cholesterol in elderly Medicare beneficiaries with diabetes enrolled in managed care plans. METHODS: Individual-level information provided by managed care plans to the Centers for Medicare and Medicaid Services (CMS) for 1999 on whether or not a person's HbA1c was <9.5% or their LDL-C was <130 mg/dL (These are the DQIP/HEDIS standards.) was combined with information on the person's race, other person-level and plan-level characteristics obtained from CMS. Bivarate and multivatiate analyses were conducted to identify differences by race adjusting for individual and plan-level characteristics. RESULTS: The overall rate of HbA1c control was 67.3%, and LDL-C control was 44.5%. Age-gender adjusted rates of control were highest among Asians (HbA1c < 9.5% = 75.3% and LDL-C < 130 mg%/dl = 52.4 %); followed by Whites (68.0% and 45.4%), Hispanics (67.3% and 44.5%); and Blacks (59.4% and 33.3%). Bivariate analysis indicated that, generally, higher income, being in a non-profit plan, being in a plan with a lower percentage of minority group members, not being in an IPA model plan, large plan size and being in a plan in the West US Census Region was associated with greater control. After controlling for these and other individual and plan-level variables in the multi-variate analysis, the differences between Asians and Whites in HbA1c and LDL-cholesterol controldisappeared. The other between-race differences, between Whites and Blacks for both measures and between Whites and Hispanics for LDL-cholesterol control, remained and were significant at the p < 0.01 level. An increase in the number of different comprehensive diabetes control measures was significantly associated with a greater level of HbA1c and LDL-C control in all race groups. For example, for HbA1c control among Whites, those who had all three diabetes care measures had an 18% greater rate of HbA1c control than those who only had an HbA1c test. For Blacks the improvement was 53%; for Asians, 28% and Hispanics, 30%. CONCLUSION: There is room for significant improvement in the control of HbA1c and LDL-C levels among all races. Among the four race groups studied, the greatest differences exist between Blacks and the two groups: Whites and Asians. BACKGROUND: Disparities in health care and outcomes by race are of growing concern in the United States. Few studies of persons with HIV have sufficient power to compare survival between racial groups. In this study we examine differences in survival by race using administrative data for HIV positive veterans in care and then using in-depth clinical data from a cohort of HIV positive veterans to better understand the possible etiologies of racial disparities in survival. METHODS: We identified 5,676 HIV positive veterans from national administrative data from the entire Veterans Affairs (VA) Healthcare System between June 1999 and September 2001. Cox proportional hazards regression was used to evaluate whether survival differed by race. We then used data from the Veterans Aging Cohort 3 Site Study (VACS 3) to compare baseline health status (CD4 count, provider-estimated prognosis, and number of comorbidities and HIV-related conditions), clinical management (highly active antiretroviral therapy, prophylaxis, and frequency of CD4 and VL laboratory tests) and adherence to HIV medication (according to patient report), by race, using Chi-square tests. VACS 3 enrolled 881 HIV positive veterans at three VA outpatient clinics from June 1999 to July 2000; data were collected from patient and provider surveys and electronic medical records. RESULTS: According to national VA administrative data, African-American and Hispanic veterans have higher mortality rates than white veterans with HIV (HR = 1.40, CI = 1.19±1.67; HR = 1.42, CI = 1.08±1.88). VACS 3 data indicate that compared to white veterans, AfricanAmerican and Hispanic veterans had a poorer provider prognosis (p = .006), and greater burden of medical comorbidities (p < .001) and HIV related conditions (p = .003). Hispanic veterans were more likely to have a low CD4 count than African-American and white veterans (p = .003). We found no statistically significant differences in clinical management or in adherence to HIV medication. CONCLUSION: HIV positive minority veterans in care experience poorer survival than do white veterans in care. This difference appears to be due to baseline differences in severity of illness as measured by provider assessment, burden of comorbidities and HIV related conditions, and CD4 count. There were no large disparities by race in processes of care or adherence to treatment. RESULTS: Seventy-six percent of the patients were African American. The mean age was 37 years. Twenty percent were employed, and 87% had incomes less than $15,000 per year. Although all but one patient reported achieving at least a seventh grade education, low literacy (<7th grade) was present in twenty-four percent (13/54) on the REALM. Patients with higher health literacy levels had higher scores of HIV knowledge (P < 0.0001). CONCLUSION: Low literacy was prevalent in patients' with HIV infection in our study. Patients with lower health literacy had poorer understanding of their disease process. BACKGROUND: Discrimination is associated with both mental and physical health, and may be a particularly important determinant of health among marginalized groups. This study assessed differences in discrimination experiences and responses to discrimination between Black and Latino active substance users in New York City. METHODS: 500 Black and 419 Latino active substance users were recruited through outreach workers, service agencies, and word of mouth. We collected data about different types of discrimination experienced (e.g. discrimination due to race, gender, substance use, etc.), the domains in which it occurs (e.g. at work, with police, etc.), and participants' responses to unfair treatment. RESULTS: Discrimination due to drug use was the most commonly reported type of discrimination among both Blacks and Latinos. Black respondents were more likely than Latinos to report discrimination due to their drug use (79% to 70%), race (39% to 23%), poverty (38% to 26%), gender (18% to 9%), and sexual orientation (38% to 6%). However, among those reporting discrimination due to drug use, Latinos experienced more rejection from family (81% to 70%), friends (73% to 60%), police (86% to 79%), employers (72% to 56%), and medical care professionals (29% to 18%). Black respondents were more likely to respond actively to discrimination, whereas Latino respondents were more likely to internalize experiences. CONCLUSION: There are substantial differences in discrimination experiences and responses to discrimination between Black and Latino substance users. These differences may help explain racial and ethnic differences in health among marginalized populations, and identify avenues for effective, targeted intervention. BACKGROUND: Many studies, mostly from outside the U.S., have found high rates of diabetes, coronary heart disease (CHD) and hypertension among Asian Indians. However, no population-based study in the U.S. has examined diabetes and CHD prevalence or risk factors in this group. METHODS: We compared rates of diabetes, CHD, hypertension, obesity, and other CHD risk factors of 555 adult Asian Indians to 87,846 adult non-Hispanic Whites by analyzing National Health Interview Survey (NHIS) for 1997, 1998, 1999 and 2000 RESULTS: Asian Indians were less obese than non-Hispanic whites (6.2% vs. 19.2%, p < 0.0001), had lower rates of tobacco use, and were less physically active. Multivariate analysis controlling for age, sex, and BMI showed that Asian Indians had a higher rate of borderline or overt diabetes (AOR, 2.69; 95% CI, 1.72, 4.21). Multivariate analysis controlling for age, sex and tobacco use showed that Asian Indians had lower rates of CHD (AOR, 0.69; 95% CI, 0.29, 1.65) and hypertension (AOR 0.62, 95% CI 0.44, 0.86) than non-Hispanic Whites. CONCLUSION: Asian Indians in the U.S. had higher rates of diabetes despite lower BMI. Unlike Asian Indians in India, the U.K., and Canada, Asian Indians in the U.S. have low rates of CHD and hypertension. Research and preventive efforts should focus on reducing risks for diabetes while identifying and preserving protective factors for CHD and hypertension in Asian Indians. BACKGROUND: Primary care physicians underestimate domestic violence as well as other forms of violence (public or institutional) and therefore victims are at risk for further episodes of violence with psychological and physical consequences. The aim of the study was i) to assess the impact of an educational program for internal and family physician trainees to identify violence among swiss natives and foreigners, ii) to evaluate by a follow-up study the consequences of the interview for positive patients. METHODS: In an academic primary care center, we conducted a pre/post-medical visit interview at baseline and following an educational program for doctors. All patients aged over 18 years who came to consult without appointment were included. The questionnaires were presented in the main foreign languages spoken by our patients. They addressed sociodemographics, SAFE questions for actual and past violence, patient'sown violence and if they were asked about violence during the current visit and what was said and proposed. The physicians Ð not informed about the aim of the study Ð were questioned on the principal medical problems brought up during the consultation and the recommended solutions. The educational program was a 3-hour workshop consisting in an interactive lecturer, case presentations, videotaped role plays and handouts summarizing the key points of the presentation. A post intervention survey took place 1 month later. All patients reporting domestic violence in the last year were followed-up and questioned again between 3 and 5 months after the first interview, all together with the doctors who took part in the study. RESULTS: Prior to intervention, of 214 patients, 178 accepted to participate but 153 came to the post-visit interview. BACKGROUND: Coronary heart disease and stroke are important worldwide health problems. The recent rapid increase in ethnic diversity in the U.S. calls for investigation into potential differences in death rates among U.S. ethnic populations. METHODS: Coronary heart disease and stroke death rates were compared for six ethnic groups (non-Hispanic white, Hispanic, non-Hispanic black, Chinese, Japanese, and Asian Indian) by sex and age (25±44, 45±64, 65±84, and 25±84) using 1990 to 2000 California death data. Proportional mortality ratios (PMRs) for each sex and age group were calculated by dividing the proportion of deaths due to CHD or stroke in each ethnic group by the proportion of deaths due to CHD or stroke for the total population and are expressed as a percentage. RESULTS: Proportional mortality rates from coronary heart disease were highest in Asian Indian men and women (PMR 161 and 144 respectively). The greatest excess was observed in young Asian Indian men (PMR 299 in the 25±44 age group), and middle-aged Asian Indian women (PMR 167 in the 45±64 age group). Mortality rates from stroke were highest in Chinese men and women (PMR 160 and 140 respectively) when all ages were combined. Age stratified analysis revealed the greatest excess risk for stroke in young Asian Indian, Japanese, and Chinese men (PMRs 274, 228 and 200 respectively in the 25±44 age group). In women, the highest risk groups for stroke were Asian Indians in the 45±64 age group (PMR 181) and non-Hispanic blacks in the 25±44 age group (PMR 160). CONCLUSION: Substantial ethnic differences exist in coronary heart disease and stroke mortality. These findings underline the importance of CHD as a cause of death for Asian Indians and stroke as a cause of death for Chinese. As ethnic diversity grows, further research into these differences is required to identify their causes and to treat populations at higher risk. BACKGROUND: Chronic pain is a major worldwide health issue. Both patients and physicians are often frustrated in its management. We are interested in factors influencing physician treatment choices, specifically the role patient race and socioeconomic status plays in these decisions. METHODS: The 4P Study is an ongoing multi-center, cross-sectional study designed to assess the attitudes and behaviors of physicians and their patients with chronic non-malignant pain. The patients are recruited from primary care sites at the time of routine follow-up and complete a 160-item verbally administered survey. The physicians complete both a general survey of attitudes toward patients with chronic pain and a brief survey of specific patient encounters. The surveys include demographic information and current and past treatment choices. Race is categorized as white/black. We performed bivariate analyses looking for significant associations with use of narcotics and specialty care. We then performed logistic regression for narcotic use controlling for age, gender, insurance status, income, years of education, degree of pain and comorbities. RESULTS: We report preliminary data based on the first 342 patients (155 white and 129 black), and 435 physicians surveyed. In bivariate analysis, we demonstrated that white patients were more likely to be taking narcotics than black patients (p = 0.015). When we performed a t test, white patients had significantly lower mean pain scores (5.75 with CI 5.38±6.12) than black patients (6.51 with CI 6.11±6.90) on a validated 0-10 pain scale (p = 0.006). There were no differences in the use of specialists (orthopedist, rheumatologist, pain specialist, and physical therapy) between black and white patients. Our SES indicators were income and education, and these characteristics were not associated with narcotic or specialty use. When we preformed logistic regression, narcotic use for white patients remained significant compared to black patients (OR 2.37, p = 0.01, CI 1.23±4.58). Overall, 42.6% of white patients and 28.7% of black patients reported taking narcotics. In the physician survey, only 44% agreed with the statement``There are no racial differences for pain seeking behavior.'' (34% neutral and 22% disagreed). CONCLUSION: When experiencing chronic pain, white patients are more likely to receive narcotics than black patients, even though they have lower average pain scores. Further efforts are needed to better understand this major treatment difference and its impact on quality of life and functional status. Physician attitudes on the racial differences in pain seeking behavior may be an important factor. BACKGROUND: The most pronounced health disparities are found between developed and developing countries. We explored a paradigm shift of how these disparities could be addressed. While health disparities are most commonly explained by differences in income, access or education Ð factors which can only be changed gradually over time Ð we wondered if more immediate improvements might be found by improving the quality of care. To evaluate this approach, we directly measured the differences in the quality of clinical care in a developing versus a developed country using clinical vignettes. Vignettes have been previously validated (against the gold standards of actor patients) and are known to more accurately reflect actual clinical practice than the medical record. Vignettes are ideal for cross national comparisons because they inherently adjust for differences in health system organization and patient case mix. METHODS: Randomly selected eligible Macedonian and U.S. physicians (>97% participation rate) completed vignettes for eight common outpatient conditions. Responses were judged against a master criteria list and scored as percent correct. RESULTS: The overall score for U.S physicians was 67% (11%) compared to 48% (11%) for Macedonian physicians (p < .05). These differences persisted across the eight cases, each site within country and by case-complexity. Compared to US physicians, 3.5% of Macedonian physicians matched the median score and 14.7 matched or exceeded the 25th percentile. However, the top 5% of Macedonian physicians in all sites approached or±in one case± exceeded the median score in the U.S. sites. CONCLUSION: Direct case-mix-adjusted comparisons of the quality of care are possible in disparate populations using vignettes. While overall average performance was considerably lower in Macedonia, these findings suggest that the best providers in a poor country setting are able to perform as well as their colleagues in the developed world. Policy that promotes improvements in the quality of clinical practice±as opposed to structural inputs±could lead to improvements in health in a shorter time frame than many current initiatives. BACKGROUND: Racial differences in cardiac catheterization (CATH) and coronary revascularization (REVASC) use among patients hospitalized with acute myocardial infarction have been previously reported. Given regional variations in cardiac procedure use, it is unclear whether racial differences in treatment also vary by region. METHODS: We used data from the Cooperative Cardiovascular Project, a cohort of Medicare beneficiaries hospitalized with myocardial infarction in the United States between 1/1994 and 2/1996, to determine if racial differences in the use of CATH and REVASC varied by geographic region. Black or white patients age ! ! ! !65 years with confirmed myocardial infarction (n = 138,938) were classified by US Census region (Northeast, Midwest, South, and West) based on the location of their treating hospital and evaluated for CATH or REVASC (percutaneous coronary intervention or coronary bypass surgery) within 60 days of admission. Racial differences in CATH and REVASC use were evaluated nationwide and by Census region. Multivariable logistic regression analyses were conducted using a patient race/region interaction term to test if racial differences in procedure use varied by region and were independent of patient, physician, and hospital characteristics. RESULTS: Black patients had lower rates of procedure use than white patients nationwide (CATH 39.9% vs. 46.5%, P < 0.001; REVASC 21.9% vs. 31.2%, P < 0.001). Racial differences in CATH and REVASC use varied by Census region. There were no racial differences in CATH use in the Northeast (CATH 38.9% black vs. 40.5% white, P = 0.24). Racial differences in CATH use were observed in the Midwest (43.4% black vs. 38.9% white, P < 0.001), but largest in the South (39.2% black vs. 48.5% white, P < 0.001) and West (38.3% black vs. 48.6% white, P < 0.001). Similarly, racial differences in REVASC were smallest in the Northeast (22.1% black vs.26.7% white, P < 0.001), greater in the Midwest (24.7% black vs. 33.5% white, P < 0.001), and largest in the South (20.7% black vs. 32.0% white, P < 0.001) and West (22.9% black vs. 33.7% white, P < 0.001). Regional variations in racial differences in CATH and REVASC use persisted after multivariable adjustment (p < 0.001 for race*Census region interaction). CONCLUSION: Although elderly black patients hospitalized with myocardial infarction have lower cardiac procedure use rates than white patients overall, this pattern varies by region and is markedly smaller in the Northeast.
INTERNET ACCESS AND EMPOWERMENT
DIFFERENCES BY RACE IN THE CONTROL OF DIABETES AMONG MEDICARE
IMPACT OF HEALTH LITERACY ON PATIENTS
HEALTH CARE UTILIZATION OF IMMIGRANTS IN THE UNITED STATES: AN ANALYSIS USING THE MEDICAL EXPENDITURE PANEL SURVEY (MEPS) AND NATIONAL HEALTH INTERVIEW SURVEY (NHIS
SUBSTANCE ABUSE TREATMENT AND ADHERENCE TO ANTIRETROVIRAL THERAPY AMONG HIV-INFECTED PERSONS WITH ALCOHOL PROBLEMS.
MEASURING CLINICAL DISPARITIES IN
PROCESS OF CARE AND OUTCOME AFTER ACUTE MYOCARDIAL INFARCTION FOR
PATIENT TRUST AMONG AFRICAN-AMERICANS AND CAUCASIANS. BACKGROUND: Variation in patient trust among racial groups may contribute to racial disparities in health care in the US. Because of geographic variation in health care systems and health care outcomes, we hypothesized that there would be differences in trust in physicians across communities and across race. METHODS: We analyzed data from the 1998±1999 Community Tracking Study (CTS) Household Survey, a national survey of health care in 60 sites. As the populations of interest were African-Americans and Caucasians, we restricted to analysis to the 12 large metropolitan statistical areas to ensure adequate minority representation. As the item-to-total correlation for all items was less than 0.26, we analyzed individual items rather than creating a trust scale. Physician trust items included``doctor may not refer when needed'',``doctor influenced by insurance rules,''``doctor perform unnecessary tests'' and``trust doctor to meet medical needs'' and were scored on a 5-point Likert scale from strongly agree to strongly disagree. Bivariate analyses and multivariate logistic regressions were performed to examine the likelihood of patients answering that they strongly/somewhat agreed with the positive item and strongly/ somewhat disagreed with negative items. BACKGROUND: Racial disparities in health care may be due in part to problems such as mistrust and bias arising in relationships between patients and physicians of different race. We sought to determine whether such problems are a function of race discordance between patient and physician per se, or of the quality of patient-physician interactions in race-discordant relationships. METHODS: We analyzed data from the Commonwealth Fund's2001 Health Care Quality Survey, a telephone survey of adults in the continental U.S. (response rate 54%). We included white, black, Hispanic, and Asian respondents with a regular physician of known race. We constructed a scale measuring the quality of patient-physician interactions, incorporating respondents' ratings of physicians on listening, explaining, involving patients in decision making, time spent, and treating patients with respect (Cronbach's alpha 0.79). We tested the independent associations of patient-physician race concordance and quality of interactions with patients' reports of discrimination in health care, trust in physicians, and global satisfaction with care. RESULTS: Respondent totals and proportions with race-concordant physicians were as follows: white 2851/85%, black 771/25%, Hispanic 710/28%, and Asian 430/45%. Nonwhite respondents reported discrimination when seeking health care more often than whites (W:2%, B:17%, H:13%, A:17%; p < .0001). Asians and Hispanics were less likely than others to give physicians the highest rating on all elements of interpersonal care (W:44%, B:42%, H:34%, A:19%, p < .0001), or to express a great deal of trust in their physicians (W:75%, B:73%, H:64%, A:61%; p = .0001). Asians were less likely than others to be very satisfied with their care (W:68%, B:65%, H:66%, A:48%; p = .0003). Controlling for age, sex, income, education, insurance, health status, language, duration of patient-physician relationship and quality of patient-physician interactions, race concordance was associated with higher satisfaction and lower perceived discrimination only among whites. For all racial groups, better patientphysician interactions were significantly associated with less perceived discrimination, greater trust, and greater satisfaction. Among individual elements of patient-physician interactions, spending adequate time with patients was the most consistent predictor of satisfaction, while physicians perceived as respectful earned the most trust in all racial groups. CONCLUSION: The quality of patient-physician interactions had a greater influence than physician race on patients' experience of health care, satisfaction, and trust in physicians. Enhancing physicians' interpersonal skills may be the most effective way to improve``cultural competence'' in health care. BACKGROUND: Colorectal cancer is the third most common cancer in the United States. Previous studies have shown that Latinos have lower rates of screening compared with whites. The impact of beliefs on colorectal cancer screening in this population is largely unexplored. The purpose of this study is to identify current beliefs regarding colorectal cancer screening and the subsequent effect in Latinos. METHODS: A telephone survey was conducted on a population of 50±74 year old Latinos, non-Latino whites and Vietnamese living in San Jose, California. Data for the Latino and white respondents was used to explore current beliefs regarding colorectal cancer screening and its impact on practices. A multivariate analysis, using multiple imputations to account for missing data, was used to identify those beliefs that significantly impacted screening. RESULTS: The original study included 775 individuals who completed a telephone survey for a response rate of 30%. 226 (29.2%) Latinos responded, 310 (40%) were non-Latino whites, and 239 (30.8%) were Vietnamese. The average age for all respondents was 61 years; approximately 50% were male. In Latinos, 50% reported having fecal occult blood testing (FOBT), 38% reported having a sigmoidoscopy (SIG), and 29% reported having a colonoscopy (COL). In comparison to whites, Latinos were less likely to have had FOBT (OR 0.65; 95% CI 0.46±0.92) or a SIG (OR 0.61; 95% CI 0.43±0.87). Overall, Latinos were more likely to have found FOBT embarrassing than whites (21% vs. 8%; p < 0.05). Similarily, more Latinos found SIG or COL embarrasing compared with whites (25% vs. 17%; p < 0.05). Finally, fewer Latinos would want to know if``something were wrong'' compared to whites (85% vs. 94%; p < 0.05). Latinos were more likely to be afraid of having a FOBT because of a potential diagnosis of cancer than whites (11% vs. 3.5%, p < 0.05). Furthermore, a great percentage of Latinos were afraid of having a SIG or COL for the same reason (potential diagnosis of cancer) when compared to whites (13% vs. 7%; p < 0.05). Thinking that a SIG or COL is embarrasing was associated with a decreased likelihood of planning for a COL in Latinos (OR 0.35; 95% CI 0.16±0.78). Those Latinos who did not want to know if``something was wrong'' were less likely to plan on a SIG within the next 5 years (OR 0.14: 95% CI 0.03, 0.68). CONCLUSION: Latinos have lower rates of CRC screening than whites. Certain beliefs may negatively influence CRC screening practices and plans for future testing in the Latino population. Further research is needed to better understand and thus overcome such barriers. two alternatives to the traditional printed format, and learn how responses differ across formats and how they are related to literacy. METHODS: Two alternatives were developed for the Consumer Assessment of Health Plans Survey (CAHPS), a 62-item instrument that assesses satisfaction with 5 specific and 2 overall domains of health care: an automated telephone delivered format and one in which illustrations support key concepts. Prototypes were tested in samples of patients awaiting primary care visits in urban community based practices with large Medicaid and Hispanic enrollments. Patients completed (in English or Spanish) the short Test of Functional Health Literacy in Adults and a CAHPS instrument in one of the 3 formats. Analyses utilized ANOVA and ANCOVA to compare means among forms and demographic groups and stepwise regressions to look at the relative importance of format, literacy and demographics (language, sex, age, education, and ethnicity). RESULTS: 2494 patients took one of the three instruments; 78% were female, 50% were younger than 40, 51% had less than a high school education, and 62% were Hispanic. Overall, 25% had inadequate health literacy, 11% had marginal literacy and 65% had adequate literacy. For five subscales and one overall score, scores were consistently and significantly lower (less satisfied) for the automated telephone format (all ps < .01). In bivariate comparisons, literacy level was significantly related to all subscale and overall satifaction scores (all ps < .05). Language, sex, age, education, and ethnicity had less consistent relationships. Literacy remained a significant predictor of all satisfaction scores in stepwise regressions, controlling for type of instrument and other demographics. Patients at the lowest literacy level had more missing/illogical data (mean of 5.1 of a required 24 items compared to 1.5 for the highest literacy group) and took about 2 minutes longer, on average, to complete the instrument. CONCLUSION: Health literacy is an important but often unmeasured consideration in assessing and interpreting patient satisfaction. However, differences in administration format that might be implemented to overcome limitations in literacy are associated with differences in measured satisfaction. More importantly, it is also clear that lower literate patients are less satisfied with their health plan. Reasons for these observed differences, and the impact upon health seeking behaviors and health outcomes needs to be explored. Mailed surveys are sent to patients who do not have phones or who cannot be contacted by phone after multiple attempts. Univariate analysis will be used to identify factors associated with lower satisfaction with care. These may include gender, age, educational level, language of survey, length of ER visit, type of language assistance, etc. Variables which show significance will be evaluated in a multiple regression model. In addition, differences in satisfaction between Hispanic ethnic subgroups will be evaluated in the same manner. RESULTS: At present, 577 patients have consented for participation in the study, and 335 interviews have been completed. Data from the surveys is presently under analysis and will be completed in January 2003. Final results will be prepared for publication and will be shared with the ED administration and the appropriate hospital planning committees. CONCLUSION: Results from this patient satisfaction study will identify patient attitudes and needs useful for improving care for Hispanics in the ED. In addition, these results will provide pilot data of Hispanic patient satisfaction that can serve as an important starting point for future interventional studies within this under-served patient population. BACKGROUND: A challenge in delivering preventive services to the uninsured is contacting high concentrations of patients. Free medical clinics may provide a unique opportunity to reach a highly concentrated population lacking adequate preventive services. METHODS: Demographic data on 1133 consecutive patients seen at the Salvation Army Free Clinic (SAFC) in Rochester, MN from 1999±2001 was obtained through a self-completed registration form. Variables including sex, ethnicity, age, education, income and insurance status were collected. Age and gender appropriate preventive service rates were assessed. Multivariable logistic regression was used to identify factors associated with non-completion of breast cancer and cervical cancer screening in eligible women. RESULTS: Among women 50 years or older, 13 of 81 (16%) received mammography within two years preceding their SAFC visit. Among eligible women, 45 of 398 (11%) reported having a pap smear completed within three years of their visit. None of the assessed demographic variables were predictive for non-completion of mammography in this population. Non-white race and less-than high school education were significant risk factors for non-completion of pap smear, but only explained 29.6% of the variance for probability of receiving a pap smear in multivariable logistic regression models. CONCLUSION: The CDC Behavioral Risk Factor Surveillance System observed rates among long-term uninsured for mammography and pap smear at 80% and 68% respectively. The lower rates in the SAFC population represent a sub-epidemic of inadequate screening for breast and cervical cancer. The lack of identifiable demographic risk factors and the apparent under use of free state sponsored screening programs suggests that additional barriers are impacting this specific population. Possible factors include denial of risk, childcare concerns, prioritization issues, or system barriers within existing delivery systems. The location, structure, hours, and care delivery system of free clinics are designed to reduce such barriers. Our data suggests the SAFC does serve as a health care destination for an acutely underserved population. This concentrated population of underserved patients represents an opportunity for focused interventions to close this gap in preventive service delivery. BACKGROUND: Cancer registry data indicate invasive cervical cancer incidence rates are five times higher among Vietnamese than non-Latina White women in the United States. The objective of this study was to examine factors associated with cervical cancer screening adherence among Vietnamese American women. METHODS: We conducted a population-based survey of randomly selected Vietnamese women during 2002. All participants were Seattle residents aged 18±64 years. The survey content was guided by the Adherence Model and an earlier qualitative study. In-person interviews were conducted by bilingual, bicultural survey workers. The primary outcome was Pap testing in the last two years. RESULTS: The response rate was 82%, and the survey was completed by 370 women. Sixtytwo percent of the respondents reported cervical cancer screening within the last two years. In bivariate comparisons, the following factors were associated with recent screening (p < 0.05): marital status; having health insurance; having a regular source of care and regular provider; believing getting regular Pap tests decreases the risk of cervical cancer; knowing that Pap testing is necessary if asymptomatic, sexually inactive, and after menopause; reporting concern about pain and cancer being discovered were barriers to Pap testing; family member(s) and friend(s) had suggested Pap testing; doctor(s) had recommended Pap testing and had asked doctor(s) for Pap testing. The following variables entered in a stepwise logistic regression analysis: having a regular source of care (OR = 2.3; 95% CI = 1.01±5.4), knowing Pap testing is necessary if asymptomatic (OR = 3.8; 95% CI = 1.7±8.7), reporting concern about pain was a barrier to Pap testing (OR = 0.5; 95% CI = 0.3±0.8), doctor(s) had recommended Pap testing (OR = 3.8; 95% CI = 2.2±6.7), and had asked doctor(s) for Pap testing (OR = 3.9; 95% CI = 2.2±6.8 BACKGROUND: Argentine has important inter-districts disparities in structural poverty, availability of medical care and health outcomes (e.g. illiteracy rate: from 1 to 8%; potable water availability: from 35 to 99%; medical insurance: from 37 to 80%; infant mortality rate: from 10/1000 live births to 34/1000). As social inequalities increased during the last 25 years, we tested the associations between them and health outcomes to help policy makers in their decisions and empower social actors in their demands. OBJECTIVES: 1) To describe infant mortality rate (IMR), years of potential life lost excluding deaths during de first year of life (YPLL-1to70), and premature mortality by tuberculosis (YPLL-TBC) by province; 2) Using the former as dependent variables, to analize what fraction of their inter-province variability in 1996 may be explained by differences in socioeconomic factors and availability of medical care in 1991. METHODS: Ecologic study based on two cross sectional analisys (1991 and 1996) of Argentina'sprovinces. Multiple linear regression analysis (first: variable selection, second: adjusting by potential confounders, third: model validation with 1999 dependent variables). Independent variables were grouped in seven domains: income, family structure, education; structural poverty and house conditions; medical availability; occupational information and urbanization level. RESULTS: In unadjusted models, percent of houses with three or more persons living in the same room in 1991 explained 62% of the differences between provinces in IMR, 37% of YPLL-1to70 and 60% of YPLL-TBC in 1996. Lack of health inssurance explained 34% of the differences in IMR, 20% of YPLL-1to70 and 33% of YPLL-TBC. Differences in degreee of education predicted 40% of the variation in IMR, 34% of YPLL-1to70 and 50% of YPLL-TBC. Other good predictors were fertility, percent of people with an unqualified work and percent of houses without potable water (36%, 52% and 38% of the differences in IMR). We couldn't find any association between physicians density and hospital beds with the evaluated outcomes. Multivariable model did not change the main results of the analysis. CONCLUSION: IMR and YPLL-TBC are strongly associated with structural poverty indicators and YPLL-1to70 is moderately so. The percent of houses with three or more persons living in the same room is a precise and easy to obtain indicator of this condition. IMR, YPLL-1to70 and YPLL-TBC are moderately associated with absence of health inssurance.
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